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INSULIN PREPARATIONS* 
A. M. FISHER, M.A., Ph.D., Toronto 


Ir 1s MORE than 30 years since work leading 
to the discovery of insulin was begun, on May 
16, 1921, in the University of Toronto by the late 
Sir Frederick Grant Banting and by Professor 
C. H. Best.! From the original ideas of these 
graduates of the university, together with those 
of the late Professor J. J. R. Macleod, in whose 
laboratory the work was conducted, and of Pro- 
fessor J. B. Collip, it was shown clearly that 
there could be prepared from pancreas an 
extract useful in the treatment of diabetes mel- 
litus.2 Studies were continued in the Connaught 
Medical Research Laboratories at the University 
of Toronto and in many other university and 
research laboratories. Today insulin preparations 
of many types can be prepared for use in the 
treatment of diabetes. It is the purpose of this 
article to describe those preparations commonly 
in use in Canada or elsewhcre, and to provide 
a brief summary of some of their properties. 
The essential active component of blood- 
sugar-lowering preparations used in the treat- 
ment of diabetes mellitus is, of course, insulin. 
In its unmodified form—that is, either-as a solu- 
tion of an amorphous preparation or a solution 
of zinc-insulin crystals—insulin is used through- 
out the world. In Canada and the United States 
of America there is a much greater total use of 
modified preparations (protamine zinc insulin, 
globin zinc insulin, NPH insulin, etc.) than of 
unmodified insulin. In recent months in Canada, 
the use of unmodified insulin has amounted to 
about one-quarter of the total number of units 
of all insulin preparations used. The proportion 
of unmodified insulin used to that of the modi- 
fied preparations has been decreasing, but the 
total quantity of all insulin preparations used in 
Canada has been increasing steadily. Through 
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research directed toward improving methods of 
extraction and purification of the material it has 
been possible to assure Canadian diabetics that, 
in spite of increasing use, the Connaught Medi- 
cal Research Laboratories have at all times 
maintained an adequate supply, sometimes 
specially safeguarded, as during the war and 
other emergencies. But this endeavour could not 
be successful without the continued cooperation 
of the Canadian packing industry in the careful 
collection and handling of glands for the prepa- 
ration of insulin, and of. pharmacists in the 
distribution of the finished material. Thus 
through Canadian endeavour in research and 
production, in the packing industry and in 
distribution through pharmacies across _ the 
country, Canadian. diabetics have had an as- 
sured supply of insulin preparations of high 
quality on an economical basis. Since the intro- 
duction of insulin there have been 16 price re- 
ductions in Canada. Today’s price is about three- 
quarters of that in effect in 1938. 


CHEMICAL PROPERTIES OF INSULIN 


Before considering various modifications of 
insulin it may be well to review some of the 
chemical properties of the anti-diabetic hor- 
mone, since some of the modified preparations 
make specific use of certain of these properties. 

Insulin is prepared from pancreas, usually 
that of cattle and hogs. Glands are collected in 
packing houses throughout Canada, trimmed to 
remove excess fat-and other tissue, and promptly 
frozen for storage at low temperature. As 
quantities of several thousand pounds are ac- 
cumulated, the glands are shipped in frozen 


state to the Laboratories. After mincing, the 


active principle is extracted in alcoholic solution. 
The extract is separated from the extracted 
tissue and the alcohol is then removed by 
vacuum distillation at room temperature, there- 
by minimizing the loss which might occur 
through inactivation by heat. After the separa- 
tion of fat from the alcohol-free concentrate, the 
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active fraction is precipitated by the addition of 
sodium chloride. At this stage the fraction con- 
taining the insulin floats as a thin, solid layer 
on the aqueous salt solution. This precipitate is 
removed and purified by fractional precipitation 
with alcohol, and by precipitation of the insulin 
by adjusting the acidity to the isoelectric point 
(approximately pH 5.3). 

Further purification is accomplished by the 
preparation of insulin in crystalline form. Success 
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terials it is possible to specify a particular group 
or configuration responsible for physiological 
effect. With insulin, however, it has not been 
possible to determine any configuration to which 
activity can be ascribed, 

Insulin as zinc-insulin crystals is a white prep- 
aration containing about 24 international units 
(U.S.P. units) of insulin per mgm. In this form 
the product is stable and may be stored for a 
period of years. The material contains zinc to 





Fig. 1.—Zinc-insulin crystals. 


in this direction was first achieved by the late 
Professor J. J. Abel of Johns Hopkins University, 
but the methods used were time-consuming and 
did not consistently result in the formation of 
crystals. Dr, D. A. Scott of Connaught Medical 
Research Laboratories showed* that an essential 
condition for the production of insulin crystals 
is that there be present a small amount of one 
or more of the metals zinc, nickel, cobalt or 
cadmium. As a result of this observation zinc- 
insulin crystals are now regularly prepared in 
laboratories throughout the world, For many 
years all the insulin distributed by the Con- 
naught Medical Research Laboratories has been 
prepared from the crystalline product. 

The molecular weight of insulin has been the 
subject of much careful investigation. Early 
studies suggested a molecular weight of 35,000, 
but more recent work has established a minimum 
molecular weight of 12,000 or 6,000. The mole- 
cule is composed of 17 amino acids. To some 
extent the composition (in respect of the rela- 
tive amounts of the amino acids) is dependent 
upon the species of animal from which the insulin 
is obtained. . 

In the case of some biologically active ma- 





the extent of about 0.5%, that is, about 1 mgm. 
of zinc per 5,000 units of insulin, (It is possible, 
of course, to prepare insulin crystals containing 
nickel, cobalt or cadmium, but zinc, being a 
metal occurring in pancreas in relatively large 
amounts, is the metal used throughout the world 
in the preparation of insulin crystals. ) 


INSULIN COMMITTEE AND ASSAY OF INSULIN 


Shortly after the discovery of insulin, the Uni- 
versity of Toronto established a Committee of 
the Governors of the University to make arrange- 
ments for availability of the benefits of the dis- 
covery in an orderly manner in various countries, 
Although the Committee did not itself engage 
in the preparation of insulin, it did establish a 
laboratory for assaying insulin produced in vari- 
ous laboratories, thus assisting in assuring uni- 
formly potent material. — 

For many years the Insulin Committee labora- 
tory, under the direction of Mr. A. H. Lacey, 
chief chemist, served as the only controlling 
laboratory testing all insulin preparations pro- 
duced or distributed in Canada and the United 
States. With the expiration of the basic patents 
pertaining to insulin, laboratories for the assay 
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of insulin were established at Ottawa and Wash- 
ington, D.C. However, the Insulin Committee 
laboratory continues to test most of the prepara- 
tions produced on this continent, and the results 
of these tests are made available to the appropri- 
ate government offices. By this means, and 
through the establishing of international stand- 
ards and governmental or pharmacopeceial specifi- 
cations, physicians and patients are assured that 
diligence is exercised to ensure that insulin 
preparations produced in Canada or the U.S.A. 
conform to a common standard. Thus travellers 
in either country may purchase any insulin prep- 
aration prescribed for them and use it with con- 
fidence, even though the preparation may have 
been produced in a laboratory which does not 
ordinarily supply the patient’s needs. (There will 
be a few obvious exceptions to this general state- 


ment, such for instance as may apply in the case. 


of a patient who shows severe allergic responses 
and may require specially prepared insulin.) In 
the case of some of the modified preparations of 
insulin, foreign specifications may differ slightly 
from those in effect in Canada and the U.S.A. 

Insulin is assayed by injection into rabbits or 
mice, In the rabbit method of assay the reduction 
in blood-sugar level produced by injection of the 
test sample is compared with that produced by 
injection of the standard preparation, By com- 
parisons involving the use of 80 or more rabbits 
the potency of the test sample is determined. 

In the mouse method of assay the number of 
convulsions produced by injection of the test 
sample is compared with that produced by the 
standard preparation. A test by this method in- 
volves the use of several hundred mice. 


INSULIN PREPARATIONS 
UNMODIFIED INSULIN 


Of all the anti-diabetic preparations, un- 
modified insulin is the most simple from the 
standpoint of composition. Unmodified insulin 
may be prepared by dissolving either amorphous 
or crystalline insulin. In Canada unmodified 
insulin is usually known as Insulin-Toronto. It 
may sometimes be calléd solution of zinc-insulin 
crystals, regular insulin, insulin U.S.P., insulin 
of crystalline origin, or insulin of non-crystalline 
origin, or crystalline insulin. Whether prepared 
from crystalline or non-crystalline material, it is 
to be expected that the blood-sugar-lowering 


effects will be identical or almost identical, for - 
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all preparations of unmodified insulin are 
standardized by comparison with a common 
international insulin standard. 


Unmodified insulin is a solution prepared by 
dissolving a highly purified preparation of in- 
sulin, usually zinc-insulin crystals, in water 
which has been acidified to about pH 3.0 with 
hydrochloric acid. The preparation contains 
glycerin in a concentration of 1.6% to promote 
isotonicity. The preparation also contains phenol 
or cresols as a preservative. (In Canada it is 
usual practice to add phenol to a concentration 
of 0.25%.) The solution, containing 40, 80 or 100 
units per c.c., is sterilized by filtration and filled 
into 10 c.c. vials. Insulin containing 500 units 
per c.c. is filled into 20 c.c. vials and is available 
on special order to physicians and hospitals for 
use in instances where a dose of the order of 200 
units or more is to be administered in one in- 
jection. 


It sometimes happens that a vial of insulin 
becomes cloudy. This may result from the re- 
peated use of a container of water for sterilizing 
syringes by boiling and the injection of small 
amounts of this water into the vial of insulin 
before withdrawal of the dose. In instances 
where the water supply is replenished by the 
addition of a small amount of fresh water but 
not replaced, the water may become slightly 
alkaline. The injection of this alkaline water into 
the insulin will shift the pH towards the iso- 
electric point of insulin, with consequent pre- 
cipitation of some of the insulin. A vial of insulin 
which is cloudy or turbid should not be used, 
and steps should be taken to improve the tech- 
nique for sterilization of syringes and needles. 

The blood-sugar-lowering effect of insulin is 
prompt and of short duration. The administra- 
tion of a dose of insulin may be followed in from 
20 to 30 minutes by a drop in blood-sugar level, 
and the effect may no longer be evident after an 


interval of three or four hours. 


Insulin is suitable for administration sub- 
cutaneously or intravenously. The intravenous 
route should, of course, be used only in emer- 
gency instances under direct medical super- 
vision. 


PROTAMINE ZINC INSULIN 


Although insulin provides a means of restoring 
to thousands of diabetics a life which is nearly 
normal, there are many instances in which effec- 
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active fraction is precipitated by the addition of 
sodium chloride. At this stage the fraction con- 
taining the insulin floats as a thin, solid layer 
on the aqueous salt solution. This precipitate is 
removed and purified by fractional precipitation 
with alcohol, and by precipitation of the insulin 
by adjusting the acidity to the isoelectric point 
(approximately pH 5.3). 

Further purification is accomplished by the 
preparation of insulin in crystalline form, Success 
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terials it is possible to specify a particular group 
or configuration responsible for physiological 
effect. With insulin, however, it has not been 
possible to determine any configuration to which 
activity can be ascribed, 

Insulin as zinc-insulin crystals is a white prep- 
aration containing about 24 international units 
(U.S.P. units) of insulin per mgm. In this form 
the product is stable and may be stored for a 
period of years. The material contains zinc to 





Fig. 1.—Zinc-insulin crystals. 


in this direction was. first achieved by the late 
Professor J. J. Abel of Johns Hopkins University, 
but the methods used were time-consuming and 
did not consistently result in the formation of 
crystals. Dr. D. A. Scott of Connaught Medical 
Research Laboratories showed* that an essential 
condition for the production of insulin crystals 
is that there be present a small amount of one 
or more of the metals zinc, nickel, cobalt or 
cadmium. As a result of this observation zinc- 
insulin crystals are now regularly prepared in 
laboratories throughout the world. For many 
years all the insulin distributed by the Con- 
naught Medical Research Laboratories has been 
prepared from the crystalline product. 

The molecular weight of insulin has been the 
subject of much careful investigation. Early 
studies suggested a molecular weight of 35,000, 
but more recent work has established a minimum 
molecular weight of 12,000 or 6,000. The mole- 
cule is composed of 17 amino acids. To some 
extent the composition (in respect of the rela- 
tive amounts of the amino acids) is dependent 
upon the species of animal from which the insulin 
is obtained. ‘ 

In the case of some biologically active ma- 


the extent of about 0.5%, that is, about 1 mgm. 
of zinc per 5,000 units of insulin. (It is possible, 
of course, to prepare insulin crystals containing 
nickel, cobalt or cadmium, but zinc, being a 
metal occurring in pancreas in relatively large 
amounts, is the metal used throughout the world 
in the preparation of insulin crystals. ) 


INSULIN COMMITTEE AND ASSAY OF INSULIN 


Shortly after the discovery of insulin, the Uni- 
versity of Toronto established a Committee of 
the Governors of the University to make arrange- 
ments for availability of the benefits of the dis- 
covery in an orderly manner in various countries, 
Although the Committee did not itself engage 
in the preparation of insulin, it did establish a 
laboratory for assaying insulin produced in vari- 
ous laboratories, thus assisting in assuring uni- 
formly potent material. — 

For many years the Insulin Committee labora- 
tory, under the direction of Mr. A. H. Lacey, 
chief chemist, served as the only controlling 
laboratory testing all insulin preparations pro- 
duced or distributed in Canada and the United 
States. With the expiration of the basic patents 
pertaining to insulin, laboratories for the assay 
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of insulin were established at Ottawa and Wash- 
ington, D.C. However, the Insulin Committee 
laboratory continues to test most of the prepara- 
tions produced on this continent, and the results 
of these tests are made available to the appropri- 
ate government offices. By this means, and 
through the establishing of international stand- 
ards and governmental or pharmacopeceial specifi- 
cations, physicians and patients are assured that 
diligence is exercised to ensure that insulin 
preparations produced in Canada or the U.S.A. 
conform to a common standard. Thus travellers 
in either country may purchase any insulin prep- 
aration prescribed for them and use it with con- 
fidence, even though the preparation may have 
been produced in a laboratory which does not 
ordinarily supply the patient’s needs. (There will 
be a few obvious exceptions to this general state- 


ment, such for instance as may apply in the case. 


of a patient who shows severe allergic responses 
and may require specially prepared insulin.) In 
the case of some of the modified preparations of 
insulin, foreign specifications may differ slightly 
from those in effect in Canada and the U.S.A. 

Insulin is assayed by injection into rabbits or 
mice, In the rebbit method of assay the reduction 
in blood-sugar level produced by injection of the 
test sample is compared with that produced by 
injection of the standard preparation, By com- 
parisons involving the use of 80 or more rabbits 
the potency of the test sample is determined. 

In the mouse method of assay the number of 
convulsions produced by injection of the test 
sample is compared with that produced by the 
standard preparation. A test by this method in- 
volves the use of several hundred mice. 


INSULIN PREPARATIONS 
UNMODIFIED INSULIN 


Of all the anti-diabetic preparations, un- 
modified insulin is the most simple from the 
standpoint of composition. Unmodified insulin 
may be prepared by dissolving either amorphous 
or crystalline insulin. In Canada unmodified 
insulin is usually known as Insulin-Toronto. It 
may sometimes be calléd solution of zinc-insulin 
crystals, regular insulin, insulin U.S.P., insulin 
of crystalline origin, or insulin of non-crystalline 
origin, or crystalline insulin. Whether prepared 
from crystalline or non-crystalline material, it is 
to be expected that the blood-sugar-lowering 


effects will be identical or almost identical, for ~ normal, there are many instances in which effec- 
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all preparations of unmodified insulin are 
standardized by comparison with a common 
international insulin standard. 


Unmodified insulin is a solution prepared by 
dissolving a highly purified preparation of in- 
sulin, usually zinc-insulin crystals, in water 
which has been acidified to about pH 3.0 with 
hydrochloric acid. The preparation contains 
glycerin in a concentration of 1.6% to promote 
isotonicity. The preparation also contains phenol 
or cresols as a preservative. (In Canada it is 
usual practice to add phenol to a concentration 
of 0.25%.) The solution, containing 40, 80 or 100 
units per c.c., is sterilized by filtration and filled 
into 10 c.c. vials. Insulin containing 500 units 
per c.c. is filled into 20 c.c. vials and is available 
on special order to physicians and hospitals for 
use in instances where a dose of the order of 200 
units or more is to be administered in one in- 
jection. 

It sometimes happens that a vial of insulin 
becomes cloudy. This may result from the re- 
peated use of a container of water for sterilizing 
syringes by boiling and the injection of small 
amounts of this water into the vial of insulin 
before withdrawal of the dose. In instances 
where the water supply is replenished by the 
addition of a small amount of fresh water but 
not replaced, the water may become slightly 
alkaline. The injection of this alkaline water into 
the insulin will shift the pH towards the iso- 
electric point of insulin, with consequent pre- 
cipitation of some of the insulin. A vial of insulin 
which is cloudy or turbid should not be used, 
and steps should be taken to improve the tech- 
nique for sterilization of syringes and needles. 

The blood-sugar-lowering effect of insulin is 
prompt and of short duration. The administra- 
tion of a dose of insulin may be followed in from 
20 to 30 minutes by a drop in blood-sugar level, 
and the effect may no longer be evident after an 


interval of three or four hours. 


Insulin is suitable for administration sub- 
cutaneously or intravenously. The intravenous 
route should, of course, be used only in emer- 
gency instances under direct medical super- 
vision. 


PROTAMINE ZINC INSULIN 


Although insulin provides a means of restoring 
to thousands of diabetics a life which is nearly 
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tive control cannot be obtained unless the prepa- 
ration is injected three or four times daily. The 
obvious discomfort to the patient and the irksome 
routine pointed to the need for insulin prepara- 
tions having a prolonged effect. In 1936 a group 
of scientists in Denmark under the direction of 
Dr. H. C. Hagedorn showed that a prolonged- 
action preparation could be obtained by adding 
to insulin certain protein precipitants.* Among 
these was protamine, a basic protein-like material 
obtained from the sperm or mature testes of fish. 


Whereas some patients might require three or ~~’ 


four injections of .insulin daily to maintain 
reasonable control, it was evident that many 
cases of diabetes could be controlled effectively 
by one or two injections of the new preparation. 
However, there were certain disadvantages 
largely associated with the stability of the new 
preparation. Research at the Connaught Medical 
Research Laboratories showed that the product 
was much improved by the addition of a small 
amount of zinc.° This work formed the basis for 
the introduction of stable protamine zinc in- 
sulin, which is now in extensive world-wide use. 

The modified insulin preparation known as 
protamine zinc insulin is also known in some 
parts of the world as protamine insulin (with 
zinc ) suspension. The. preparation, containing 40 
or 80 units of insulin per c.c., is supplied in 10 
c.c. vials. The blood-sugar-lowering effect of 40 
units of protamine zinc insulin is much different 
from that of 40 units of unmodified insulin and 
the two products are, of course, not directly 
interchangeable. Protamine zinc insulin is a pre- 
paration containing a precipitate which is com- 
pletely or almost completely non-crystalline in 
nature and which can be suspended by gentle 
shaking to form a uniform milky suspension, The 
product contains phenol in a concentration of 
0.25% and glycerin in a concentration of 1.6%. 
It also contains disodium acid phosphate in a 
concentration of about 0.2% to assist in main- 
taining the acidity at pH 7.1-7.4. Zinc is added 
to the preparation in the form of a suitable salt 
such as zine cxide or zinc chloride in an amount 
sufficient to provide 1 mgm. of zinc per 500 units 
of the insulin. The amount of protamine which is 
used is determined in accordance with biological 
tests in which the blood-sugar-lowering effect of 
the test sample is compared with that of the 
standard preparation of protamine zinc insulin. 
The amount of protamine required is usyally 
about 1.4 mgm, per 100 units of insulin. 
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In the preparation of protamine zinc insulin an 
acid solution containing insulin, protamine, and 
zinc, together with appropriate amounts of gly- 
cerin and phenol, is sterilized by filtration. An 
alkaline buffer containing sodium phosphate, and 
appropriate amounts of glycerin and phenol, is 
also sterilized by filtration. The two solutions are 
stored in separate containers. Finished vials of 
the product are filled from these by adding to . 
5.25 c.c. of the acid solution a like volume of the 
alkaline buffer solution. This addition changes 
the acidity to pH 7.1-7.4 and brings about pre- 
cipitation of the active anti-diabetic principle in 
an amorphous or non-crystalline state. 

In protamine zinc insulin at least 98% of the 
activity is contained in the precipitate, It is im- 
portant, therefore, that the preparation be shaken 
gently to secure a uniform suspension before 


.each withdrawal of a dose from the vial. Pro- 


tamine zinc insulin should not be used if it does 
not contain a heavy milky white precipitate 
which can be uniformly suspended by gentle 
shaking. 

Protamine zinc insulin is intended for sub- 
cutaneous administration. The product is not for 
intravenous administration or for use when 
prompt and short lowering of blood sugar is de- 
sired. The blood-sugar-lowering effect of an in- 
jection of protamine zinc insulin may not be 
evident until an hour or so after the administra- 
tion but the effect may persist for from 24 to 36 
hours. 

The prolonged action of protamine zinc in- 
sulin is dependent in part upon maintaining the 
acidity at about pH 7.1-7.4, and in part upon the 
quantity of protamine used. In the preparation of 
protamine zinc insulin the amount of protamine 
is always in excess of that required to precipitate 
all the insulin but the amount of this excess may 
vary unavoidably from batch to batch. Therefore 
it is not generally recommended that the blood- 
sugar-lowering effect of the preparation be 
changed by the addition in the same vial or the 
same syringe of a quantity of unmodified insulin. 
Although the desired intermediate blood-sugar- 
lowering effect may be obtained by certain pro- 
portions with certain lots or batches, it may 
happen that a subsequent batch of protamine 
zinc insulin contains a slightly different excess 
quantity of protamine, resulting in a change in 
the intermediate effect which the patient pre- 
viously obtained. However, it has been the ex- 
perience of some physicians that insulin and 
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protamine zinc insulin can be drawn into the 
same syringe if care is taken to avoid undue 
mixing of the two preparations. For this purpose 
a syringe having a long narrow bore is preferable 
to one having a wide bore. 


NPH INsuLIn 


NPH insulin, also known in some countries as 
isophane insulin, is an outcome of continued 
studies with preparations of insulin, protamine 
and zinc in various proportions and of clinical 
investigations with a number of these prepara- 
tions. During the course of the studies many 
compositions were prepared for laboratory and 
clinical trial. In an endeavour to provide a 
means for the ready identification of the various 
types of insulin preparations considered during 
the trials a code system of designation was 
adopted. For example, a neutral preparation of 
insulin, protamine and zinc in which the pro- 
taminé was present to the extent of 0.50 mgm. 
per 100 units of insulin was designated “Type 
NP50.” It was from this code system that the 
designation “NPH insulin” was adopted for the 
preparation now in general clinical use. However, 
the individual letters NPH no longer carry any 
significance. 

NPH insulin is a buffered aqueous suspension 
of crystals containing insulin, protamine and 
zinc. Methods and conditions for the production 
of these crystals of uniform quality and in high 
yields were first described by Krayenbuhl and 
Rosenberg in Denmark.® One of the essential 
steps in the preparation is the use of purified 
protamine in a quantity such that it is sufficient, 
but only sufficient, to precipitate all the anti- 
diabetic activity of the preparation. Ideally, the 
supernatant solution in NPH insulin should con- 
tain no excess of either insulin or protamine. In 
practice, however, it has been found desirable 
to permit the presence of a small excess of pro- 
tamine, In describing the quantity of a batch of 
protamine required for use with a lot of insulin 
to produce satisfactory NPH insulin, the term 
“jsophane ratic” has been coined. The isophane 
ratio is the minimum quantity expressed in milli- 
grams of protamine required for use with 100 
units of insulin. 

NPH insulin is distributed in Canada and the 
United States in 10 c.c. vials having a square 
cross-section. When a vial of NPH insulin is 
shaken so that the crystalline precipitate is uni- 
formly suspended, the preparation contains either 
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Fig. 2.—Crystals in. NPH insulin. 


40 or 80 units per c.c. It also contains 0.2% of 
disodium acid phosphate to assist in main- 
taining the acidity at pH 7.1-7.4, Canadian prep- 
arations of NPH insulin contain sodium 
chloride in a concentration of about 0.48% and 
glycerin in a concentration of 0.8%. As a pre- 
servative meta-cresol is added to a concentration 
of 0.2%. The quantity of protamine used is de- 
termined by chemical means but is usually about 
0.5 mgm. per 100 units of insulin. This is about 
one-third of the amount of protamine used in - 
the preparation of protamine zinc insulin, The 
product derives its zinc content from the insulin 
crystals used. It is usually not necessary to add 
extra zinc. The total content of zinc does not ex- 
ceed about 0.2 mgm. per 500 units of insulin. 
This quantity is about one-fifth of that used in 
protamine zinc insulin. 3 

The crystalline nature of the suspension of 
NPH insulin may be responsible for an advan- 
tage inherent in the preparation in instances 
when use of both modified and unmodified prep- 
arations is desirable. There are reports show- 
ing that the effect of the simultaneous’ adminis- 
tration of a dose of NPH insulin together with 
a dose of unmodified insulin in the same syringe 
is comparable to that produced by the adminis- 
tration of a like: dose of NPH insulin and of a like 
dose of unmodified insulin at.the same time but 
into different sites on the body. 

NPH insulin is intended for subcutaneous ad- 
ministration. It should not be administered intra- 
venously and should not be used interchangeably 
with any other preparation without suitable re- 
adjustment of diet, dose and exercise. The blood- 
sugar-lowering effect of a dose of NPH insulin 
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is intermediate in onset and duration of action 
between that of insulin and protamine zinc in- 
sulin, Thus the effect of a dose of NPH insulin 
may be evident within the first hour after its ad- 
ministration but will no longer be evident after a 
period of 20-24 hours. In many respects the 
blood-sugar-lowering effect of NPH insulin is 
similar to that of globin zinc insulin. 


TABLE I. 
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subcutaneously and should not be administered 
intravenously. The preparation should not be 
used if it becomes cloudy or turbid. In such in- 
stances, and in the light of the comments made 
under the heading “Unmodified Insulin,” steps 
should be taken to modify the method of 
sterilizing syringes. 

The blood-sugar-lowering effect of a dose of 


nt et ROLES) el RE NS ENE LTTE RE LN SNARE SENS RR RR EN TOES 
APPROXIMATE COMPOSITION AND PROPERTIES OF VARIOUS INSULIN PREPARATIONS. 


Globin insulin 


Protamine zinc 





Insulin with zinc insulin NPH Insulin Lente insulin 
Physical form Solution Solution Suspension— Suspension— Suspension— 
amorphous crystalline partly crystalline 
Acidity pH 3.0 pH 3.6 pH 7.2 pH 7.2 pH 7.2 
Zine content per 
109 units 0.03 mgm. 0.3 mgm. 0.2 mgm. 0.03 mgm. 0.2 mgm. 
Modifying agent per 
100 units None 3.8 mgm. globin 1.3 mgm. protamine 0.5 mgm. protamine none other than 
buffer 
Isotonic agent Glycerin Glycerin Glycerin Glycerin + Sodium chloride 
sodium chloride ° 
Buffer None None Sodium phosphate Sodium phosphate Sodium acetate 
Preservative Phenol or Phenol Phenol or cresol m-cresol Methyl-p- 
cresol oxy benzoate 





GLoBIN ZINC INSULIN 


The work of Hagedorn and his associates in 
their efforts to prolong the blood-sugar-lowering 
action of insulin embraced the use of many pre- 
parations of the nature of protamines and his- 
tones. Studies in other laboratories were under- 
taken and extensive clinical investigations were 
made of the use of the histone globin prepared 
from beef blood.’ As a result of laboratory and 
clinical investigations a preparation known as 
globin insulin, globin zinc insulin, or globin in- 
sulin with zinc-suspension is now distributed in 
Canada and in many other parts of the world. 
Globin zinc insulin is prepared as a solution 
having an acidity of about pH 3.6. The product 
contains zinc in a concentration of 1.5 mgm. per 
500 units of insulin and about 3.8 mgm. of globin 
per 100 units of insulin. As with unmodified in- 
sulin, the preparation also contains glycerin and 
phenol. The product is sterilized by filtration in a 
manner comparable to that used for unmodified 
insulin and is filled into 10 c.c, vials. The amount 
of globin which is used is determined in bio- 
logical tests in which the blood-sugar-lowering 
effect of the test sample is compared with that 
of a standard preparation of globin zinc insulin. 

Globin zinc insulin contains either 40 or 80 
units per c.c.. The product is intended for“ use 


globin zinc insulin is intermediate, both in onset 
and duration of action, between that of insulin 
and protamine zinc insulin, Thus the effect of a 
dose of globin zinc insulin may be evident within 
the first hour after its administration but will no 
longer be evident after a period of 20-24 hours. 
In many respects the blood-sugar-lowering effect 
of globin zinc insulin is similar to that of NPH 
insulin. 


LENTE INSULIN PREPARATIONS 


Although various degrees of prolongation of 
blood-sugar-lowering effect can be obtained 
through use of insulin, NPH insulin, globin zinc 
insulin and protamine zinc insulin, research has 
continued in this field in an endeavour to develop 
new or modified preparations which might have 
special clinical or chemical value or interest. As 
a result of this policy, Dr. Hallas-Mdller of 
Copenhagen and his associates reviewed the 
earlier work of Scott on the preparation of zinc- 
insulin crystals. During the course of their study 
they found that it was possible by appropriate 
selection of buffers and conditions of acidity to 
prepare suspensions of insulin crystals in rela- 
tively insoluble form.* These suspensions of crys- 
tals, in contrast to the earlier suspensions of 
crystals prepared by Scott, have an increased 
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zinc content and a prolonged blood-sugar-lower- 
ing effect comparable to that of some modified 
preparations of insulin, Preparations in which the 
suspension is completely crystalline have a blood- 
sugar-lowering effect at least as long as, if not 
longer than, that of protamine zinc insulin. These 
suspensions have been termed ultra-lente insulin. 
Preparations in which the suspension is partly 
amorphous and partly crystalline have been 
termed lente insulin and have an effect similar 
to that of NPH insulin or globin insulin. Prep- 
arations in which .the suspension is amorphous 
show little prolongation of action and are similar 
in their effects to unmodified insulin. These prep- 
arations have been termed semi-lente insulin. 
In the case of semi-lente insulin, lente insulin or 
ultra-lente insulin the material which is initially 
used is a preparation of zinc-insulin crystals of 
high quality. The changes in the physical form of 
the precipitate, with consequent changes in 
blood-sugar-lowering effect, are brought about 
by an alteration of conditions of acidity prevail- 
ing at the time the various component solutions 
are mixed. 

These preparations contain a precipitate which 
may be uniformly suspended by gentle shaking 
of the vial in which the product is distributed. 
The precipitate will be amorphous, crystalline, 
or, in the case of lente insulin, a mixture con- 
taining both crystalline and non-crystalline 
material, In the latter event conditions are 
usually regulated so that the precipitate will be 
about 35% amorphous and 65% crystalline, The 
acidity of the preparation is about pH 7.2. The 
product contains sodium acetate as a buffer in a 
concentration of 0.16%, sodium chloride in a 
concentration of 0.7% and, as a preservative, 


methyl-p-hydroxybenzoate in a concentration of | 


approximately 0.10%. Present indications are 
that the product to be distributed in Canada will 
be lente insulin, 80 units per c.c. 

The lente insulin preparations may be of 
special interest in the case of patients who show, 
Or are expected to show, an allergic response 
since these products contain no protein additional 
to the insulin. The prolongation of blood-sugar- 
lowering effect is attributable only to the crystal- 
line nature of the zinc-insulin precipitate in the 
acetate buffer. The effect of an injection of lente 
insulin may be appreciable in from 3 to 5 hours 
after injection of a dose, with a peak effect about 
8 or 9 hours after administration. The duration 
of effect is about 24 hours. 
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OTHER INSULIN PREPARATIONS USED 
In TREATMENT OF DIABETES MELLITUS 


Continued research throughout the world in 
relation to insulin preparations has resulted in 
many attempts to provide improved products, In 
some European countries preparations known as 
iso-insulin and di-insulin are distributed. Iso-in- 
sulin is a preparation produced by treatment of 
insulin with phenylisocyanate. In this reaction 
there is a blocking of amino groups of insulin 
resulting in a prolonging of the blood-sugar- 
lowering effect. Di-insulin is a preparation con- 
taining insulin and iso-insulin. 

During World War II there was interest in 
Germany, and since that time in other countries, 
in the use of polyvinylpyrrolidone (PVP) as a 
blood expander, This product has also been used 
to modify the action of insulin, the finished prep- 
aration being distributed under the name 
Subtosan insulin. 

Many attempts have been made to administer 
insulin orally. In some of these sublingual absorp- 
tion of insulin has been contemplated. In other 
instances tablets have been prepared for oral 
use, or the administration of insulin has been 
preceded by the use of preparations to assist in 
the absorption of the anti-diabetic principle. Al- 
though some measure of success has been re- 
ported it has not, unfortunately, been possible to 
secure the uniform, day-to-day absorption which 
is so necessary in the treatment of diabetes 
mellitus. 


SUMMARY 


The composition and a few of the properties 
of insulin preparations in usé today in Canada 
and the United States are presented in Table I. 
A few comments have been made in the paper 
concerning some preparations of interest in other 
areas. 


RESUME 


Aux Etats-Unis et au Canada, l’insuline pure (amorphe 
ou cristallisée en conjugaison avec le zinc) ne forme 
qu'un quart de la quantité de toutes les -préparations 
insuliniques employées par les diabétiques. Les Labora- 
toires Connaught de recherche médicale, grace a la 
découverte de nouveaux procédés d’extraction plus 
efficaces ainsi qu’a la collaboration des salaisons et des 
pharmaciens détaillants, ont su pourvoir les diabétiques 
du Canada d’une quantité suffisante d’insuline en tout 
temps. Le prix de ce médicaments a été réduit a 16 
occasions successives depuis sa découverte et le prix 
courant est environ %4 de ce qu'il était en 1938. 

L’insuline est extraite de pancréas de bétail et de 

rc, frigorifiés aux abattoirs et envoyés directement aux 
aboratoires ot: le principe actif est obtenu par extrac- 
tion alcoolique. Aprés évaporation de l’alcool par le vide, 
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la fraction active est précipitée au chlorure de sodium. 
La purification est parachevée, et si Ton désire un 
roduit cristallisé, la présence de métal, habituellement 
G zinc, est nécessaire (l1-mgm. pour 5000 U.I.). On 
évalue le poids moléculaire de la protéine a 12000 ou 
6000. Elle contient 17 acides aminés. Dans sa forme 
cristallisée, le produit est stable, contient environ 24 
U.I. au mgm. et peut étre conservé pendant des années. 

L’insuline yeodine au Canada est soumise a un 
contréle rigoureux aux mains du Comité de T’insuline. 
Les titrages biologiques sont faits sur les lapins ou les 
souris. Ils sont basés, chez ceux la, sur la baisse de la 
glycémie, et sur le nombre de convulsions chez celles-ci, 
en comparaison aux résultats obtenus avec une prépara- 
tion standard. 

L’insuline cristalline, connue également sous le nom 
de: insuline-Toronto, est obtenue en dissolvant de 
linsuline-zinc dans de l'eau acidulée a4 pH3 avec de 
Yacide chlorhydrique. L’isotonicité de la solution est 
obtenue en ajoutant de la glycérine 4 raison de 1.6%. 
L’action de cette préparation sur la glycémie se fait 
sentir dans les 20 ou 30 minutes qui suivent l’injection 
et ne dure habituellement que de 3 a 4 heures. On peut 
Yadministrer par voie sous-cutanée, ou quelquefois par 
voie intra-veineuse dans certaines urgences. L’insuline- 
zinc peut étre conjuguée dans une suspension avec de la 

rotamine dans une proportion de 100 unités de celle- 
4 pour 1.4 mg. de celle-ci. Le principe actif est contenu 
presque en totalité dans le précipité, d’ot la nécessité 
absolue de bien agiter la suspension afin d’en assurer 
Phomogénéité parfaite. La préparation ne doit étre 
employée qu’en injection sous-cutanée et ne prend effet 
qu'une heure environ aprés son injection. Son action 
persiste pendant 24 a 36 heures. L’absorption dépend 
du degré d’acidité de la solution et de la proportion de 
protamine employée. Afin de respecter ces deux facteurs, 
il est donc préférable de ne pas employer d’insuline 
cristalline et d’insuline protamine-zinc dans la méme 
seringue. 
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Dans linsuline NPH, la proportion de protamine 
employée est exactement suffisante 4 précipiter l’insuline, 
de sorte qu'il ne reste aucun excédent de l’une ou de 
Yautre. Son action est telle qu’on ne peut impunément la 
substituer aux autres préparations insuliniques. La durée 
de son effet est de 20 a 24 heures. 

L’insuline globine a un pH de 3.6 et contient 1.5 
mgm. de zinc et 19 mgm. de globine par 500 unités 
d’insuline. On l’emploie par injection sous-cutanée et son 
action dure de 20 a 24 heures comme celle de la pré- 
cédente. 

En modifiant la solution tampon, il a été possible de 
préparer la suspension d’insuline cristallisée en formes 
relativement insolubles. La proportion de zinc est plus 
élevée et l’effet sur la glycémie est prolongée. D’aprés 
la durée de leurs actions, ces suspensions ont été 
nommeées: lente, semi-lente, et ultra-lente insulines. L’iso- 


.insuline est obtenue par le traitement de l’insuline avec 


Yiso-cyanate de phénol. Le bloquage des groups aminés 
de l’insuline en prolonge son effet sur la glycémie. La 
di-insuline est une préparation contenant un mélange 
d’insuline et d’iso-insuline. Les préparations orales 
d’insuline sont capricieuses et n’ont pas jusqu’a présent 
donné l’effet prévisible si nécessaire dans le traitement 
du diabéte sucré. 
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MEDICAL EDUCATION IN 
TUBERCULOSIS* 


JULIUS L. WILSON, M.D.,t 
Philadelphia, Pa. 


IT Is A GREAT HONOUR to have been given this 
opportunity, on your excellent scientific pro- 
gramme, to discuss the subject which has occu- 
pied most of my time and thought for the past 
year, namely, medical education in pulmonary 
diseases. The Division of Medical Education of 
the American Trudeau Society was established 
a year ago and I became its first director on July 
1, 1953. Since that date, I have had the privilege 
of travelling all over the United States to attend 
medical meetings and to visit medical centres, 
forming some impressions about this phase of 
medical education. Also, I have had the benefit 


*Presented at the 54th Annual Meeting of the Canadian 
Tuberculosis Association, Saint John, New Brunswick, 
June 24, 1954. 

{Director of Medical Education, American Trudeau 
Society, Director of Clinics, Henry Phipps Institute, 
Philadelphia, Pennsylvania. os 


of many years of previous work by committees 
on medical education of the Trudeau Society and 
of the results of a questionnaire circulated to 
medical schools in the States early in 1953. Be- 
lieving that cur problems in medical education 
are the same on both sides of the Canadian- 
U.S.A. border, I welcome the opportunity to dis- 
cuss my ideas with you. 

Greater attention to medical education in 
tuberculosis is necessary today because of 
changes which are taking place ever more 
rapidly. One hundred years ago, “anesthesia” 
was a newly coined word; “antiseptic” was 
unknown, and “antimicrobial” was yet un- 
dreamt of. Medical practice changed at such a 
glacial pace that a man might, and frequently 
did, practise without qualm or censure for fifty 
years the same purging and blood-letting medi- 
cine which he had learned in school. Tuber- 
culosis was diagnosed by symptoms and stetho- 
scope and, when found, was regarded as fatal. 

Fifty years ago, medicine was changing more 
rapidly. The means for preventing tuberculosis 
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had been provided by Koch’s discovery and 
writings; its diagnosis had been made specific 
by the introduction of the sputum examination; 
but the stethoscope was still the chief diagnostic 
tool because the. x-rays of Roentgen were not 
yet practicable for chest work. Treatment of 
tuberculosis was more hopeful, with a mixture of 
building up the patients’ resistance by food, rest, 
and fresh air with a residual fatalism about cer- 
tain types and cases of the disease. Many medical 
students and young doctors acquired active 
tuberculosis and thereby a lifelong dedication to 
this field of their profession. As the sanatorium 
movement grew, there was little or no problem 
in recruiting medical and nursing staff from 
among the ex-patients. 

Today tuberculosis is discovered, diagnosed 
and classified primarily by roentgenography. 
Treatment is undergoing a rapid and almost be- 
wildering revolution due to the discovery of 
effective drugs and the surgical advances which 
they make possible. No physician treating tuber- 
culosis can afford to miss the latest papers about 
antimicrobial treatment lest he be left far behind. 
Some of the most fatal forms of tuberculosis have 
become those with the best prognosis, if 
promptly and properly treated. In our medical 
schools the measures to protect students and in- 
terns are so much improved, or their chance con- 
tacts with tuberculosis in the community are so 
much rarer, that there is no longer an automatic 
recruitment of young doctors into this specialty. 
At the same time, the teaching of pulmonary 
diseases is decreasing in both quantity and 
quality partly due to the effectiveness of our own 
propaganda in stressing the declin‘ng death rate 
from tuberculosis. Sometimes even a premature 
announcement is made to the students that they 
will not have to deal with tuberculosis in their 
practices. The teaching also suffers, I believe, 
from the comparative lack of aggressiveness and 
the relatively isolated location of our best 
phthisiologists, The endocrinologist, the cardio- 
logist, the allergist and the gastroenterologist are 
ali right in the medical school, frequently made 
professors of medicine, and always striving for 
the time and attention of the medical student. 
Although our thoracic surgeons in many schools 
have become the chief imparters of enthusiasm 
for this area of medicine, they are at present de- 
voting more time and drive to cardiac surgery. 

Another approach to the problem of education 
in this field is to ask where we are today in the 
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campaign against tuberculosis and what we need 
to complete the eradication of that disease. We 
are certainly at a turning point in our long battle 
at which the morbidity rate replaces the mor- 
tality rate as our criterion of success. Effective 
weapons are here. What more do we need? Re- 
search, such as has been reported at this meet- 
ing? Yes, but not as basically as research is 
needed in cancer, heart disease and poliomye- 
litis, Better vaccines and chemotherapeutic 
agents? Again, yes, but we could accomplish the 
task with what we have today. To do so we need 
most of all to teach the application of present 
knowledge and weapons. Therefore education, 
including health education and medical educa- 
tion and reeducation, is still the greatest instru- 
ment of tuberculosis associations everywhere. 


UNDERGRADUATE MEDICAL EDUCATION 


The 1953 survey of 43 medical schools in the 
United States disclosed that their chief deficiency 
in the field of teaching pulmonary diseases was 
in personnel, i.e. teachers. Next to that, and re- 
lated to it by the factor of salaries in the assistant 
professor group, was lack of funds. The other 
obvious and disturbing fault reported by most 
schools was lack of integration or coordination 
between the various departments of the medical 
school and also between teaching and research 
under way. A small minority could report 
satisfactory conditions in teaching pulmonary 
diseases and tuberculosis. Possibly these self- 
satisfied institutions call for our earliest investiga- 
ticn! In none of our schools today is the professor 
of medicine primarily interested in pulmonary 
diseases as his own forte in internal medicine. 

Visits to medical schools and meetings with 
their deans and professors elsewhere serve to 
confirm the principal findings of last year’s sur- 
vey. The need for at least one teacher in pul- 
monary diseases on every medical faculty, the 
avowed aim of the American Trudeau Society, 
is apparent. Wherever there is such a man the 
teaching is good, research is in progress, correla- 
tion between departments exists and the students 
become interested in this field. Facilities for bed- 
side teaching are next in importance to the 
teacher. Patients with tuberculosis and other 
pulmonary diseases must be near at hand in 
wards and in dispensaries. The building of Vet- 
erans Administration hospitals at our medical 
centres has provided more of this teaching 
material, but arrangements with sanatoria or the 
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tuberculosis wards of city hospitals are still de- 
sirable at many schools. Nothing didactic can 
take the place of a short stay in an institution 
where the philosophy and principles of manage- 
ment of these chronic diseases is well exemplified. 

Teaching materials need more study and devel- 
opment. The day of the lantern-slide lecture is 
past, although the medical profession has not yet 
waked to the fact. We need movies, tape record- 
ings, closed-circuit television adaptations, film 
strips and new printed material. At present 
“Diagnostic Standards” is the sole item of printed 


material distributed to schools in the U.S.A. _ 


Hours of instruction are, to my mind, the least 
important consideration, if a school has good 
facilities and at least one inspired teacher of pul- 
monary diseases. It is quality and interest rather 
than quantity that we seek, and the teaching 
should be so integrated into the work of various 
departments that it would be difficult to sepa- 
rate out the hours devoted to tuberculosis. 

In recruiting the interest of students and in- 
terns the presence of an active laboratory doing 
good work in pulmonary physiology is valuable. 
Summer scholarships to help medical students 
taking jobs in our sanatoria between terms offer 
a legitimate way in which tuberculosis associa- 
tions can interest students in this field. 

A well-conceived and fully operative plan for 
the protection of medical students against tuber- 
culosis is an integral part of undergraduate medi- 
cal education in this field. All entering students 
should be tuberculin-tested and radiographed. 
We believe that all non-reactors should have the 
privilege of receiving BCG vaccination before 
their clinical years. Annual chest films and a 
follow-up of the BCG reactions are needed, The 
proper precautions against airborne infection 
should be enforced on all tuberculosis services 
where students work. All of this calls for some- 
one on the faculty to take the responsibility for 
seeing to it that these things are done. The 
educational values of the programme of tests, 
vaccination, x-rays and precautions are not in- 
considerable. 


GRADUATE MEDICAL EDUCATION 


In the belief that our greatest need is to train 
young teachers of pulmonary diseases, the 
American Trudeau Society has embarked on an 
ambitious programme of teaching-resident fel- 
lowships. Young men who have completed an 
internship and who now might, without further 
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financial support, be compelled to go at once 
into practice can apply for these fellowships for 
from one to three years. By this means a number 
of carefully selected physicians, working under 
sponsors who are themselves excellent teachers, 
may be recruited into this specialty and into 
medical school teaching. Not all will become 
teachers, but those who do not remain in this 
field are better prepared than most to care for 
pulmonary diseases. Starting with three of these 
teaching-resident fellows two years ago, we had 


_ seven last year and we now have 16 fellows 


undergoing this type of training. This year we 
have initiated a fellowship at a slightly higher 
level for young men who are of proven ability 
and dedicated to teaching. These “Trudeau 
Fellows” will be supported for’ as long as four 
years at the level of $5,000 to $6,000 a year. It 
must be said that so far these two classes of 
fellowships are open only to citizens of the 
United States working there. 

We are also interested in securing the approval 
of our first-class sanatoria for residency training. 
Candidates for certification in internal medicine 
are allowed to take one year in training in an 
approved tuberculosis institution, However, the 
requirements are so high and so narrow that 
many of our best sanatoria cannot qualify. This 
disparity of viewpoints between tuberculosis 
specialists and the certifying agencies the Tru- 
deau Society is trying to reconcile. 

At the level of graduate medical education we 
are concerned with the training of interns and 
residents in general hospitals. Here we have a 
responsibility to provide speakers and material 
for the education of these young doctors in pul- 
monary diseases. Many of our hospitals not 
directly connected with medical schools find 
difficulty in recruiting a resident staff unless they 
can promise a good education programme lead- 
ing to the certifying examinations. Therefore, 
help through the Tuberculosis Association in the 
form of speakers and materials is much 
appreciated. 


POSTGRADUATE MEDICAL EDUCATION 


This means continuing education or reeduca- 
tion of the practising physician, Here we believe 
that the most important group today, in view of 
the rapidly changing treatment of tuberculosis 
and ‘the greater part played in it by the family 
physician, is the general practitioners. A recent 
number of the Journal of the American Medical 
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Association listed over 78 continuation courses in 
cardiology or electrocardiography and only 15 
courses in pulmonary diseases or tuberculosis. 
There is an obvious disproportion here between 
the numbers of courses and the frequency of 
these organic divisions of disease in practice. 
Courses in pulmonary disease have simply not 
been presented, and the general practitioner has 
been dependent upon the “detail man” from the 
drug house for information about the use of the 
new drugs against tuberculosis, emphysema, 
pneumonia, and other pulmonary diseases. 


The recent organization and rapid growth of 
the American Academy of General Practice in the 
States has provided an opening for us to set up 
courses with a ready-made response. Unlike the 
other certifying bodies, the AAGP requires the 
continuing education, 150 hours of approved 
courses every three years, of every man who dis- 
plays their certificate upon his waiting-room wall. 
Therefore, courses which are set up realistically 
to give the family physician instruction, one 
whole day on a weekend or one hour a week for 
ten weeks, and which have been approved by the 
organization in advance, are much in demand. 
We are trying to take advantage of this oppor- 
tunity to give this most important group of the 
profession up-to-date information about treat- 
ment, because treatment is their chief interest. 

At the time of mass x-ray surveys it is also 
possible and profitable to give the general prac- 
titioners short courses in differential diagnosis. 
Bulletins on differential-diagnosis techniques and 
on the newest forms of treatment are also needed. 
We have just begun to break ground in the use 
of newer media such as television, radio kits and 
film strips circulated to general practitioners and 
rural doctors. 

Following the war, there was a tremendous 
need for so-called refresher courses for special- 
ists, The Trudeau Society put on many such 
courses lasting one or two weeks annually on a 
regional basis. These courses are still popular 
with specialists, but it is doubtful whether they 
are quite as vital as they were from 1945 to 1950. 
The Trudeau Society and its local branches co- 
operate with the American College of Chest 
Physicians in putting on a number of these 
courses each year, However, we have been more 
interested for the past four years in highly 
specialized courses such as those on pulmonary 
physiology put on in Boston, Massachusetts, and 
in Denver, Colorado, and those on pulmonary 
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mycoses put on in Durham, North Carolina, and 
Dallas, Texas. . 

We are also intensely interested in promoting 
the type of consecutive case conference to which 
the name “Pembine” has become attached in the 
States. These conferences, guaranteeing an 
honest and freely critical appraisal of treatment 
programmes, are almost sure fire in popularity 
and in improving the general level of treatment 
in an area. I had the privilege of discussing this 
type of conference before a recent meeting and 
it made me look up a familiar quotation: “When 
Greeks joined Greeks, then was the tug of war” 
(Nathaniel Lee’s “Alexander the Great”). Begin- 
ning with the introduction of the celluloid x-ray 
film, chest men have compared their results and 
consulted their colleagues at medical meetings 
as to the probable diagnosis in unusual cases. 
Many of you may remember Walter Rathbun 
with the inevitable bundle of radiographs under 
his arm at medical meetings. He and others like 
him really started the radiograph conference 
idea. So I say: “When chest man joins chest man, 
then come the x-ray films!” And I might add, as 
exemplified at this meeting: “When chest surgeon 
meets chest surgeon, then come the lantern 
slides!” : 


CONCLUSIONS 


It is apparent that the control of tuberculosis, 
even after the death rate is reduced to a neg- 
ligible level, will still require at least one genera- 
tion of well-trained physicians in practice as 
specialists and as family doctors, in public health, 
and teaching in our medical schools. Moreover, 
the necessity for the differential diagnosis of car- 
cinoma of the lung and other nontuberculous 
diseases and the increasing frequency of 
emphysema and other pulmonary conditions 
associated with an aging population will require 
more and better teaching of pulmonary diseases 
in our schools. 

The need for medical education in pulmonary 
diseases is urgent at all levels today, but possibly 
most critically so in the form of authoritative in- 
formation to family physicians and “specialists” 
in internal medicine as to the safest and most 
effective way to treat pulmonary tuberculosis 
with drug combinations. Possibly we do not now 
know enough, or rather we are not sufficiently in 
agreement among ourselves, to furnish this in- 
struction, but the need is there and many patients 
are now receiving poor or even dangerous treat- 
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ment at home. The high percentage of the 
average family physician’s practice which is de- 
voted to other respiratory ills from common 
colds to pneumonias is also a challenge in educa- 
tion to our societies. A continuing effort to keep 
the practising physician up to date with informa- 
tion, in addition to that supplied by the drug 
houses, should be made by medical schools as 
well as by official and unofficial health agencies. 

At the moment, the tuberculosis associations 
have another serious responsibility in education. 


With the advent of effective drugs, although . 


these are still only bacteriostatic, there has ap- 
peared a tendency on the part of medical new- 
comers in this field of tuberculosis treatment and 
lay workers to underestimate our old foe, the 
tubercle bacillus. We must pass on to these 
colleagues our respect for the disease and its 
relapsing nature. Many a “cure” has been hailed 
with enthusiasm in the past centuries and then 
abandoned. We must also teach them to remem- 
ber that the human body must in the end pro- 
vide the recovery from tuberculosis which lasts. 
In other words, due humility in therapy, persist- 
ence and patience are only learned by experience, 
and our associations represent a great accumula- 
tion of that commodity, which we should share. 

Finally, to descend from the inspirational to 
the practical level, we should remember that our 
income is entrusted to us to do all we can to 
control tuberculosis. Financial aid to medical 
education by tuberculosis associations is a means 
of insuring that the control and eradication of 
tuberculosis will be carried out during the next 
generation of medical practice. Most medical 
schools are in dire straits financially these days. 
They need support from every source for faculty 
salaries and for resident training programmes. 
We believe that too much support from the 
federal government would imply too much con- 
trol. Therefore, every other source, including in- 
dustry and the unofficial health agencies, should 
contribute, An interested and well-trained medi- 
cal profession is our best hope for an eventually 
tuberculosis-free citizenry. 


We have also a great tradition to contribute to 
the education of specialists in this field to take 
our leaders’ place. By offering training we can 
recruit candidates without their being touched 
by a pulmonary lesion or an effusion. But let us 
see to it, if possible, that we get worthy suc- 
cessors to such men as Dr. E. L. Trudeau, Dr. 
David A. Stewart, Dr. Gerald B. Webb; Dr. 
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Hugh A. Farris and the other pioneers in this 
field. Facility in passing board examinations and 
the greatest scientific knowledge of pulmonary 
physiology, microbiology and the surgical 
anatomy of the lung should not be the criteria 
of selection. Character and interest in patients 
are more important. We cannot offer great 
financial returns in practice, therefore we must 
inspire an interest and a dedication which will 
serve the chronically ill regardless of such re- 
wards, Let us take a stand for the selfless ideal- 
ism of those great leaders in a world where 
material gain and professional advancement are 
too often considered synonymous. 


RESUME 


L’avénement des Rayons X a_ considérablement 
amélioré le diagnostic de la tuberculose. Les perfection- 
nements apportés 4 la technique chirurgicale ainsi que 
la découverte de nouveaux médicaments ont révolutionné 
le traitement de cette maladie. Les formes considérées 
jadis comme les plus dangereuses sont devenues, si elles 
sont rapidement et correctement traitées, celles qui of- 
frent le meilleur prognostic. Ces succés ont malheureuse- 
ment donné lieu a un certain relachement, de sorte que 
lenseignement des maladies pulmonaires en souffre dans 
nos Ecoles de médecine. 

A la suite d’enquétes faites dans 43 Ecoles de méde- 
cine des Etats-Unis en 1953, on constata que la plus 
grande faiblesse dans l’enseignement des maladies pul- 
monaires provenait d’abord de la pénurie de professeurs 
dans cette spécialité, et ensuite, du manque d’argent 
pour les rémunérer. Le but de la Société américaine 
Trudeau d’assurer un professeur de maladies pulmonaires 
a chaque faculté de médecine répond donc a une 
véritable nécessité. 

La pédagogie médicale a dépassé l’Age des disposi- 
tives; des méthodes plus a la page, tels que le cinéma, 
les enregistrements sur bandes magnétiques, la télévision 
en circuit fermé, (bandes filmées), ainsi que de 
nouveaux textes doivent apporter leur concours a 
lenseignement. Afin d’éveiller lintérét des étudiants en 
médecine, des bourses de vacances pourraient les attirer 
dans les grands sanatoriums ou les laboratoires de 
physiologie pulmonaire. 

Les bourses d’étude Trudeau accordées aux résidents 
intéressés en maladies pulmonaires servent 4 la forma- 
tion de futurs professeurs dans cette spécialité. Les cours 
de perfectionnement sont surtout dirigés vers les omni- 
praticiens, par l’entremise de l’Académie américaine de 
Pratique générale. Dans les années d’aprés guerre, la 
Société Trudeau a organisé plusieurs séries de cours de 
révision pour spécialistes; cependant depuis quelque 
temps l’accent fut mis sur des cours sur la physiologie 
pulmonaire et sur les mycoses pulmonaires. Des réunions 
connues sous le nom de Pembine et ot I’on discute les 
différents genres de traitement connaissent une popu- 
larité bien méritée. 

Bien que la mortalité par la tuberculose soit en voie 
d’étre jugulée, il faudra encore au moins une génération 
de médecins intéressés aux désordres pulmonaires avant 
que la maladie elle-méme soit maitrisée. I] est 4 lheure 
actuelle un besoin urgent de répandre chez les omni- 
praticiens comme chez les “spécialistes” les renseigne- 
ments les plus récents et les mieux fondés sur les 
meilleures combinaisons d’agents thérapeutiques em- 
ployés dans le traitement de la tuberculose pulmonaire. 
En dépit de lefficacité de ces méthodes, on ne doit 
jamais perdre de vue la nature méme du bacille tuber- 
culeux qui donne si souvent de faux espoirs de guérison. 
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EXSANGUINATING HAEMORRHAGE 
FROM PEPTIC ULCER* 


BURNS PLEWES, F.R.C.S. and 
ALLAN D. POLLOCK, M.D., Toronto 


BLEEDING FROM PEPTIC ULCER is frequently seen, 
and in most cases stops before it is serious. It is 
the few ulcers that bleed furiously and do not 
stop that make the serious problem. The decision 
that an emergency operation must be performed 
on a pale, shocked, weak patient, whose hzemor- 
rhage may or may not have ceased or will soon 
be arrested spontaneously, is one that calls for 
all the judgment and experience available. A 
discussion of a group of such cases treated over 
a short time is here presented. 


During one year (1952-53) 62 patients were 
admitted to the Toronto East General Hospital 
because of bleeding from the upper gastrointes- 
tinal tract. Of these 44 responded to conservative 
measures and were not submitted to surgical 
treatment to control the blood loss, but 18 con- 
tinued to lose blood in such large quantities that 
both the physicians and surgeons concerned 
agreed that an operation was mandatory to save 
their lives. Consultations with radiologists and 
anesthetists were helpful, and it was obvious 
that only by frequent consultations among the 
team could the loss of life be kept low. None 
of the 62 patients was bleeding from a carcinoma, 
but two proved to have oesophageal varices and 
were treated by the 3-lumen, 2-balloon tube, 


The following 18 case summaries include all 
the patients who were operated upon for the 
arrest of peptic ulcer hemorrhage during the 
period. All tlie operations were done as emer- 
gencies. No patient was refused operation be- 
cause of age or poor condition. That some might 
have recovered without surgical intervention may 
be argued, but that was not the opinion of the 
clinicians who saw them. Since all except three 
survived their acute hemorrhage (two deaths 
from bleeding and one from pulmonary em- 
bolism), it seems likely that a policy of earlier 
and more frequent operation to control bleeding 
will result in this hospital. Continuing massive 
gastric hemorrhage appears to fall into the class 
of lesions of which it can be said, “When in 
doubt, operate, for it is later than you think.” 
When it is realized that the morbidity and mor- 


*From the Toronto East General and Orthopedic Hospital. i 
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tality are often the end result of procrastination, 
decision becomes easier, ; 


CasE SUMMARIES 


1. Male, aged 21, admitted March 4, 1952. Acutely 
ill, rapid pulse, pale, restless. Four-year history of in- 
digestion. Severe epigastric pain for one week. The night 
before, he vomited supper, then blood. In hospital, three 
episodes of hamatemesis, each followed by shock and 
recovery following transfusions. Operation preceded by 
3,500 c.c. transfusion on March 9: posterior Polya 
gastrectomy and duodenal stump turned in on the 
deeply penetrating posterior wall ulcer. He continued 
to bleed for a week and required 6,500 c.c. blood dur- 
ing and after operation. Minor wound infection. In hos- 
pital 46 days. Remains well. 


2. Male, aged 60, admitted May 25, 1952. History 
suggestive of duodenal ulcer for 30 years, with recur- 
rence during past two months. Thirsty and weak for two 
days, then several black stools with fainting just before 
admission. Rapid pulse, blood pressure 100 mm. Hg 
systolic, haemoglobin value 55%. Improved with rest, 
sedation and blood transfusion for 12 hours, then hzema- 
temesis repeated in 24 hours, followed by shock. Bloody 
diarrhoea and shock 36 hours after admission clinched 
decision to operate. Transfusions by three veins simul- 
taneously, given in O.R., overcame shock before anzs- 
thesia. Duodenotomy revealed superficial erosion with 
blood clot protruding from small artery. Posterior Polya 
gastrectomy removed the ulcer. Convalescence marred 
by recurrence of old phlebitis. Mild dumping syndrome 
after return to work in September 1952. 


3. Male, aged 53, admitted May 30, 1952. Indigestion 
for 30 years, operation to close perforation 29 years ago 
and exacerbation of epigastric pain for past month. 
Fainting and tarry stool led to hospital admission. Next 
morning hzmatemesis, bloody diarrhoea, then shock. 
Transfused with 1,500 c.c. blood and then operation on 
June 1, 1952. Posterior wall duodenal ulcer not con- 
sidered resectable. Polya gastrectomy and duodenal 
stump turned in on ulcer. Continued to bleed and died 
in shock on June 4. Autopsy showed tremendous dis- 
tension of intestine by blood, and thick walled artery 
open in base of ulcer an inch beyond duodenal closure. 


4. Male, aged 66, admitted September 6, 1952. 
Indigestion for 30 years, though repeated radiological 
examinations declared negative for ulcer. Recurrence 
of symptoms for past two months; hzematemesis followed 
by tarry stools for a week. Severe epigastric pain for 24 
hours. On admission, pale and restless with hemoglobin 
value of 50%. Still in shock after 1,500 c.c. blood; opera- 
tion performed after another 2,500 c.c. on September 7. 
The posterior wall ulcer seemed irremovable, and be- 
cause his condition was alarming a hurried gastrectomy 
was done. Bleeding continued intermittently when, after 
consultation, another operation was done, the duodenal 
stump excised, the bleeding from the pancreas con- 
trolled by transfixion-ligation and the site drained. Re- 
ceived 11,500 c.c. blood in all. Discharged well after 
43 days in hospital. 


5. Male, aged 80, admitted October 15, 1952. In- 
digestion for 17 years and vomiting food for 5 days. 
Recent radiographs showed stenosing duodenal ulcer 
with 50% -retention after 6 hours. After a few days in 
hospital, rising pulse rate, tarry stools and increasing 
allor were followed by signs of mild shock. Operation 

ecided upon early because of patient’s age and 
presence of duodenal obstruction. Gastrotomy on October 
22 disclosed kissing ulcers of duodexum; a _ posterior 


ulcer was bleeding and it was transfixed. His condition 
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immediately improved when the hemorrhage was con- 
trolled. An anterior gastro-jejunostomy was tashioned to 
the incision in the stomach. Home well on the 15th 
hospital day, having received 4,000 c.c. blood. 


6. Male, aged 56, admitted October 19, 1952. Prob- 
ably an alcoholic, he had a long history of ulcer and 
had been in hospital in 1950 with a diagnosis of duo- 
denal ulcer. Indigestion worse for several days: vomited 
blood 2 days before admission. Admitted looking acutely 
ill, and sweating, with low blood pressure and a hemo- 
globin value of 47%. Improvement for a day following 
a transfusion of 3,500 c.c., then hamatemesis and shock. 
Repeated and vigorous transfusions for 10 hours before 
operation on October 21. There were 3 acute gastric 
ulcers which were removed by anterior Polya gastrec- 
tomy. Convalescence complicated by eg 
pulmonary cedema and later by thrombophlebitis. Dis- 
charged home well on November 10. Has developed mild 
dumping syndrome. 


7. Male, aged 66, admitted October 20, 1952. No 
history of indigestion. Vomited blood twice on morning of 
admission and continued to vomit and defecate quantities 
of blood; in spite of receiving 4,500 c.c. blood, developed 
shock and was operated upon on October 21. A small 
bleeding ulcer beyond the pylorus was aomneined aon 
an anterior gastrectomy and this was made into the 
stoma of an anterior gastro-enterostomy. The wound 
separated and secondary suture was done on November 
3. He failed to gain weight and strength and he returned 
for gastrectomy in May 1953. 


8. Male, aged 47, admitted October 23, 1952. There 
was a long history of duodenal ulcer and a_previous 
hemorrhage in January 1949. Acutel ill and actively 
bleeding. In spite of 5,500 c.c. of blood during 3 days he 
went into shock with each passage of a tarry stool and 
his hemoglobin value was 55%. Operation October 27. 
An actively bleeding vessel in the ulcer of the posterior 
wall of the second part of.the duodenum was transfixed 
and a_ posterior og gastrectomy was performed be- 
cause his condition was greatly improved. Went home’ 
well November 8, 1952. 


9. Male, aged 47, admitted October 30, 1952. One 
year ago, history of haemorrhage and x-ray diagnosis of 
duodenal ulcer. Melzna for 24% days before admission. 
Improvement for a week in hospital, then recurrence of 
tarry stools and faintness. Hemoglobin value dropped 
from 67 to 29%.and shock supervened. Operation 
November 5. A posterior Polya gastrectomy was done but 
adhesions and scar prevented removal of the ulcer. Mild 
bleeding occurred postoperatively. Home well on 
November 23. 


10. Male, aged 32, admitted December 9, 1952. 
History of 7 years’ indigestion with repeatedly negative 
x-ray examinations. Symptoms increased for the past week 
and pain severe for 12 hours before admission. In shock 
after vomiting large amounts of blood repeatedly. Bleeding 
by bowel and mouth continued and shock severe. Opera- 
tion December 10 after a period of resuscitation in the 
operating room. The indurated ulcer involved the head 
of the pancreas and the common bile duct. Duoden- 
otomy and ligation of the bleeding resulted in such im- 
provement that a gastrectomy was done. Aspiration 
pneumonia responded to tracheal toilet and antibiotics. 
He went home December 20 but returned December 24, 
having vomited blood after a large dinner. He recovered 
after emptying the gastric stump and was discharged 
December 26. 


11. Male, aged 31, admitted December 13, 1952. 
History of recurrent indigestion for several years, a 


recent severe exacerbation was followed by vomiting 
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and tarry stools for 12 hours. 


He vomited blood 
continuously and when seen on December 15 was taken 
to the operating room in shock. Multiple rapid trans- 
fusions for 2 hours made operation possible after he had 


received 22,000 c.c. blood (from admission). Kissing 
duodenal ulcers were removed by Polya gastrectomy. 
The whole intestinal tract was tremendously distended 
with blood. His condition deteriorated. Bronchoscopic 
drainage was not followed by improvement and he died 
December 17. Autopsy showed peritonitis from necrosis 
of the jejunal wall well beyond the anastomosis without 
any evidence of vascular occlusion. 


12. Female, aged 71, admitted December 26. History 
of indigestion for many years, aching epigastric pain for 
two months with hematemesis and melzna on the day 


.-of admission. Repeated hamatemesis the next day. 


Hemoglobin value 58%, hzmatocrit 28 after 1,500 c.c. 
blood transfusions. (Only 3,000 c.c. of blood available 
in bank when operation decided upon.) At operation 
(December 28), after another 1,000 c.c. ot blood 
brought her out of shock, an ulcer high on the lesser 
curve was exposed by gastrotomy. The bleeding point 
near the cesophageal opening was ligated and Gelfoam 
tacked over it. Convalescence was rapid and she re- 
mained well after discharge. She is being followed up 
both clinically and radiologically and there has been no 
evidence that the gastric ulcer is malignant. 


13. Male, aged 78, underwent transurethral prostat- 
ectomy February 6 and requested that his hernia be 
repaired. While this was being considered he suddenly 
vomited and passed blood. In spite of transfusions he 
became pale and weak and his hemoglobin value 
dropped from 65 to 35%. He had been in hospital be- 
cause of duodenal ulcer on four occasions since 1949. 
Since he was elderly and his condition was getting worse, 
operation was performed February 27. A Polya gastrec- 
tomy was done, the duodenal stump being turned in and 
sutured into the crater. He continued to bleed mildly for 
10 days; he went home well but still with his hernia 
on March 28. He received a total of 13,500 c.c. blood. 


14, Male, aged 54, admitted February 11, 1953. A 
probable alcoholic. Many years’ history of indigestion 
with perforation 12 years und gastrectomy 2 years eomeng 
Acutely ill after 3 days of tarry stools and finally vomit- 
ing red blood. Shock recurred after 1,500 c.c. blood, so 
after another 1,500 c.c. he was operated upon on Feb- 
ruary 12. Adhesions made the operation difficult but the 
bleeding jejunal ulcer and stoma were resected and a 
new posterior Polya fashioned. The wound margins 
separated but he went home well. ; 


15. Male, aged 66, admitted February 25, 1953. Five 
years ago, after melena, duodenal ulcer confirmed by 
x-ray. Admitted after tarry stools for 2 days. Bleeding 
by bowel continued for a week in hospital and anaemia 
increased in spite of transfusions. Operation March 2 
after 2,500 c.c. blood given rapidly. Posterior Polya 
gastrectomy removed the ulcer. On March 7, sudden 
onset of painless dyspnoea in the bathroom; he died of 
pulmonary embolism in 25 minutes. 


16. Male, aged 72, admitted February 26, 1953. Vague 
history of indigestion and 2 days’ bleeding by bowel. 
Hemoglobin value 45%; pale, listless. X-ray examina- 
tion without palpation showed duodenal deformity. Not 
improved by 3,000 c.c. blood transfusion over 4 days. 
Operation March 2 and removal of acute ulcer at pylorus 
by posterior Polya gastrectomy. Bleeding by gastric tube 
and bowel continued for 9 days but he went home ap- 
parently well March 18. Six weeks later readmitted with 
a large subcutaneous hematoma above the scar and 
found to have myelogenous leukzemia. 
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17. Male, aged 60, admitted March 9, 1953, with 
pain in the leg due to sudden occlusion of the left 
temoral artery. Immediate sympathectomy resulted in 
dramatic improvement. Recovery satisfactory till March 
14, when he began to vomit. On March 19 a wound 
infection was drained. On March 22 he had severe ab- 
dominal pain and sweating. Tarry stools and shock fol- 
lowed. After 10,000 c.c. blood he again went into shock 
after several bowel movements with black stools and 
vomiting red blood. Operation was undertaken im- 
mediately but cardiac arrest occurred before the in- 
cision was made. Following thoracotomy and successful 
cardiac massage, an anterior Polya gastrectomy removed 
a posterior wall duodenal ulcer. Bleeding recurred after 
operation, and on March 30 another operation was done 
and a large bleeding lesser curve ulcer was exposed by 
gastrotomy. Bleeding was controlled by transfixion. In 
spite of further wound infection and phlebitis, he re- 
covered and went home well on April 24. 


18. Male, age 42, admitted May 8, 1953, following 
a week-end stag party, in shock from vomiting and the 
defecation of blood for a few hours. A peptic ulcer 
had been demonstrated by x-ray 6 years before, and 
recurrent indigestion had been present for many years. 
Recurrent hematemesis and melzna followed by shock 
led to operation 10 hours after admission. A Billroth I 
gastrectomy removed a bleeding superficial erosion high 
on the lesser curve. A wound separation was treated by 
secondary suture May 16. He has remained well since. 


Discussion 


Although it has been stated that hemorrhage 
from peptic ulcer is more liable to be persistent 
and massive in the older arteriosclerotic patient, 
the experience of these cases fails to confirm this. 
The decision to intervene surgically was aided 
in the oldest patient by the fact that he was 80, 
but the age of these patients who bled very 
severely varied from 21 to 80 years and three 
of them were under 40. The three deaths oc- 
curred at 31, 53 and 66 years, Half were between 
40 and 60 years of age. It could not be said that 
the young patient would stop bleeding, Of the 
18 patients, only one was a woman. 

No case of exsanguinating hemorrhage from 
an ulcer was admitted during the summer 
months. There were five in October, four in 
February, and three in each of May and Decem- 
ber. The precipitating factors seemed to be the 
same as in any exacerbation of peptic ulcer: three 
had been on recent alcoholic sprees, various 
worrying problems preceded the onset of hzemor- 
rhage in several, and two had recently undergone 
surgical operations which were not related to the 
ulcer. 

There seemed to have been a “warning” of 
trouble to come in most of these patients’ his- 
tories. A few days to a month or more before 
the first manifestation of bleeding, indigestion 
and/or ulcer pain was much worse, Only three 
histories out of the 18 showed no evidence of 
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exacerbation of ulcer symptoms preceding the 
onset of hemorrhage, although three more pa- 
tients had been drinking. The two patients who 
bled following an unrelated operation also did 
not complain of preceding increase in indiges- 
tion. The impression was gained that half the 
patients at least had their most severe attack of 
ulcer symptoms before the onset of bleeding. 
This suggests that many patients with exsangui- 
nating hemorrhage from peptic ulcer could have 
avoided this severe complication if they had sub- 
mitted to rigorous medical treatment when their 
indigestion recurred. 


Close observation of these patients while try- 
ing to decide whether the loss of blood was 
continuing made it evident that shock was a late 
sign of hemorrhage and was usually precipitated 
by defzecation or vomiting. In several of the most 
alarming cases, rapid increase in size of the 
abdomen culminated in a continuous pouring of 
blood from the mouth or anus and profound 
shock, Case 11 is such an example; though opera- 
tion successfully removed the ulcer, the small 
intestine was so distended that he died of peri- 
tonitis from pressure necrosis, An example of a 
patient whose shock was related to the evacua- 
tion of blood rather than loss of blood into the 
duodenum is Case 2, for the vessel was filled 
with well-formed clot when seen at the opera- 
tion, which was delayed for two hours while he 
was resuscitated on the table. 

It is noted that not all of the duodenal or 
gastric ulcers were chronic with surrounding 
scar tissue and penetrating the pancreas. In five 
cases the bleeding ulcers could have been de- 
scribed as shallow erosions, two of them gastric. 
The man who was subsequently discovered to 
have leukzemia had a shallow acute ulcer of the 
duodenum. The history was not helpful in the 
preoperative diagnosis of chronicity of the ulcer 
with the eroded vessel. In two of the cases with 
bleeding superficial erosions the diagnosis of 
ulcer had been confirmed by x-ray years previ- 
ously and in all of them the history of recurrent 
indigestion due to ulcer was described as “long,” 
“several years,” “6 years” and in one “30 years.” 
It seems evident that “chronic peptic ulcer” may 
mean one thing as a pathological diagnosis and 
quite another as a clinical diagnosis. It would be 
dangerous to try to standardize the technique 
of the emergency operation, since the lesion 
found may vary so greatly and may be so ap- 
parently unrelated to the history and previous 
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radiological examinations. Several of these pa- 
tients had no “ulcer history.” 

The decision that surgical operation is neces- 
sary to prevent death from hemorrhage is not 
an easy one. Nor is it easy to compare mortality 
and morbidity rates in severe ulcer haemorrhage 
treated by different methods. No two of these 
18 cases were quite the same, and a number 
of the 44 patients with bleeding ulcer who were 
not operated upon were watched with great care 
before it was decided that surgical treatment 


was not necessary: to control the hemorrhage. If. 


there was evidence that bleeding was continuing 
after the patient had settled into bed in hospital, 
surgical consultation was requested and both the 
internists and the surgeons saw him frequently. 
When it was realized that shock was not neces- 
sarily an indication of continuing hemorrhage, 
greater interest was shown in other evidence of 
decreasing blood volume: pulse rate, pallor, rest- 
lessness, abdominal distension and response to 
transfusions. It was felt that fatalities from this 
condition were due to false reassurance and 
failure to come to a decision early enough, and 
every effort was made to make a decision to 
operate upon these very ill patients within a few 
hours of evidence that hemorrhage was con- 
tinuing. 

At the operation, it was surprising how quickly 
the patient’s general condition improved when 
hemorrhage was controlled. Often such drop in 
pulse rate and improvement in colour and blood 
pressure was noted immediately after the bleed- 
ing point was ligated that a gastrectomy was 
proceeded with confidently. Control of bleeding 
being the objective of the emergency operation, 
it has become almost routine to perform a duo- 
denotomy or gastrotomy first. Ligation of the 
open artery was difficult in some deep, scarred 
ulcers penetrating the pancreas, but it was the 
most effective procedure, except when a rapid 
gastrectomy removing the ulcer could be done. 
Attempts to remove the distal portion of the 
stomach and turn the duodenal stump in on the 
bleeding ulcer were often ineffectual. One pa- 
tient (Case 3), dealt with in such a manner, died 
of persistent haemorrhage a few days later. In 
another case (Case 4) bleeding was partially 
controlled but the patient had to undergo a duo- 
denectomy a week later to control continued 
bleeding. Once the bleeding is controlled, any 
further procedure will depend on the circum- 
stances of the individual case: simple closuré of 
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the gastrotomy, gastro-enterostomy, or gastrec- 
tomy by the Billroth I or II or Polya methods. 


The three deaths, which occurred after opera- 
tion, were due to pulmonary embolism, persistent 
bleeding from the ulcer, and peritonitis. The 
former is not particularly related to the lesion 
under discussion. Persistent bleeding due to 
inability to control the bleeding point at opera- 
tion emphasized the necessity of attacking the 
ulcerated vessel directly. Peritonitis from rup- 
tured jejunum emphasizes another danger, 
besides exsanguination and shock, faced by the 
patient whose bleeding is too rapid and goes on 
for too long for the intestine to contain it. 


Complications of wound healing occurred in 
five cases. In Cases 1 and 17 there was wound 
infection. In Cases 7, 14 and 18 the superficial 
and/or deep fascia separated during convales- 
cence and Cases 7 and 18 had to undergo 
secondary suture. It was felt that the condition 
of these patients, most of them with what 
amounts to exsanguination-transfusion, living on 
borrowed blood, was associated with poor 
powers of healing. The suturing of such wounds 
requires extra care—a difficult feat under the 
conditions of emergency and haste. Retention 
sutures and transverse incisions are being tried 
in an effort to lessen wound complications, the 
incidence of which is very high. 


SUMMARY AND CONCLUSIONS 


1. A series of consecutive cases of massive 
hzmorrhage from the stomach and duodenum 
treated. by operation has been presented and 
discussed. 

2. Dangerous bleeding from peptic ulcer oc- 
curred most commonly in the middle-aged male 
and was most frequent in the spring, midwinter 
and fall. Young adults and the elderly also suf- 
fered the catastrophe. 


3. Several such hemorrhages were precipitated 
by a drinking bout or unrelated operation, 


4. It was repeatedly observed that shock 
usually followed the vomiting or defeecation of 
blood and was not a reliable indication of the 
continuation or cessation of hemorrhage. 


5. Most of the patients suffered a severe ex- 
acerbation of ulcer symptoms before bleeding 
started. The history or x-ray findings in previous 
years do not give a reliable indication of the type 
of ulcer that is bleeding. 
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6. At operation the bleeding point should be 
attacked first. Immediately hzemorrhage is con- 
trolled, improvement is rapid. 

7. Severe bleeding from peptic ulcer makes 
tremendous demands on the blood bank and 
its staff. 

8. Wound complications were unusually com- 
mon in this series of seriously ill patients. 
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9. The sooner a decision can be made that an 
operation is necessary to control the hemorrhage, 
the more likely it is to succeed. 


The authors are indebted to Professor R. M. Janes 
and Dr. D. W. G. Murray for their active help in two 
cases; to their colleagues, Dr. C. R. Rapp, Dr. C. T. 
Robertson and Dr. C. K. Benson, for their co-operation 
and case histories; and to Dr. C. D. Farquharson and 
other members of the staff of the Toronto East General 
Hospital. 





PALLIDO-PYRAMIDAL DISEASE* 


R. T. ROSS, M.D., M.R.C.P., F.R.C.P.(C.) ft 
Winnipeg 


IN THE NEUROLOGICAL LITERATURE of the past 
thirty years several rather distinct diseases have 
been described in which the lesions appeared to 
be in both the pyramidal and extrapyramidal 
systems. If these systems have not been affected 
exclusively, they appear to have been the pre- 
dominant sites of the lesions. Perhaps the best 
known of these combined system diseases is 
Lhermitte’s disease." 


This paper is a brief review of the more com- 
mon pallido-pyramidal diseases, and a clinical 
description of a possibly hitherto undescribed 
variety. 

In 1920, Lhermitte et al. described a syndrome 
under the title “syndrome de la dégénération 
pyramido-pallidale progressive.” An abbreviated 
description of their case is as follows: 


A white man aged 56 was in good health until the 
age of 40, when he first experienced a pricklin and 
crawling sensation in the left arm and later the lett leg. 
With these paresthesiz, he noticed rigidity and pro- 
gressive weakness of the arm and leg. About a year later 
the limbs of the right side were similarly affected, and 
about this time difficulties in articulation arose. At the 
age of 43 he was no longer able to speak, had con- 
siderable dysphagia, and began to have bouts of invol- 
untary laughing and crying. In the next two years his 
walking became more difficult until finally he was bed- 
ridden. By the age of 44 his condition had become 
stationary. On examination at age 56, his face was ex- 
pressionless and his mouth was held open. Ocular move- 
ments and pupils were normal. The facial muscles were 
thought to have retained their power to a moderate 
extent but all facial movements were slow. It was also 
observed that the muscles of mastication were hyper- 
tonic but had fair power. The tongue could not be pro- 
truded beyond the line of the teeth, although it was not 
atrophied nor did it show fibrillary tremor. The palate 
moved well. The patient was se 8 to speak and could 
only make a feeble guttural noise. Dysphagia was mod- 
erately severe. Involuntary laughing and crying were 
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marked, and the head was slightly flexed on the chest. 
The neck muscles were noticeably hypertonic. 

Upper limbs.—Both arms were abducted at the shoul- 
der and slightly internally rotated. They were held across 
the body in a flexed position. Forearms were pronated. 
The hands assumed the characteristic posture of paralysis 
agitans. There was flexion at the metacarpo-phalangeal 
joints to a right angle, with extension at the interphalan- 
geal joints. The tip of the thumb lay in apposition to 
the terminal phalangeal joint of the index finger. 

Tone was much increased in all muscle groups in the 
arms, although predominantly in those determining 
posture. No cogwheel phenomena were observed. The 
hypertonus was greater in the proximal muscles than in 
the distal. Power was good in the upper limbs, but all 
active movements were carried out slowly; there was no 
atrophy and no tremor. The deep reflexes in the arms 
were exaggerated. The muscles of the trunk were hyper- 
tonic and the abdominal reflexes were brisk. 

Lower limbs.—The posture of the lower limbs was 
abnormal in that they~were powerfully abducted and 
slightly flexed at the knees. Tone was greatly increased 
in all muscle groups but particularly in the abductors. 
Power in the legs was relatively good, but again the 
movements were slow and restricted in range due to 
the marked hypertonus. The deep reflexes were brisk 
and both plantar responses were extensor Sensation 
everywhere was normal. 


The essential characteristics of the syndrome 
as described by Lhermitte, Cornil and Quesnel 
are: (1) A gradual onset in middle life with a 
chronic progressive course. There are no vascular 
accidents, such as occur so frequently at the 
beginning of pseudobulbar palsy. (2) The pres- 
euce of pseudobulbar phenomena; dysarthria, 
dysphagia, involuntary laughing and crying. (3) 
The presence of a marked increase in muscle 
tone. The quality of the hypertonicity suggested 
to the authors both pyramidal and extrapyra- 
midal disease. It was most marked in the prox- 
imal muscles and in those muscles which deter- 
mine posture. The cogwheel phenomenon was 
usually absent. The posture of the limbs was 
only distinctive in the hand. Here, in a typical 
case the posture of the hand was like that of 
paralysis agitans. (4) Generally good muscle 
power. 

It is this clinical state which has become 
known as Lhermitte’s syndrome in the subse- 
quent neurological literature. 
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In 1926, Lhermitte and McAlpine’® published 
a clinical and pathological report of another 
patient with a similar disease. In this patient 
choreiform movements were also present. A 
résumé of the clinical and pathological data on 
this second patient is as follows: 


The patient was a 60-year-old man who noticed grad- 
ual weakness in both legs in 1915. This symptom pro- 
gressed until 1917 when he was admitted, and the tind- 
ings then consisted of a spastic paraplegia with some 
ditticulty in using the arms. There were hyperactive re- 
flexes bilaterally in the legs, right more than lett, and 
bilateral extensor plantar responses. The pupils were nor- 
mal and the spinal fluid was quite normal, Wassermann 
reactions were negative. From 1917 onwards he gradually 
improved and became able to walk a short distance with- 
out fatigue. When seen by Lhermitte in 1920, he ap- 
peared older than his years but there was no noticeable 
lack of facial expression. Intellectually he was normal. 
There was a tendency to euphoria, but no exaggeration 
of the affective reactions was noted. There was no 
involuntary laughing or crying. 

Movements of all tour limbs, the head, and the trunk 
were possible and were of normal range but were per- 
formed very slowly. The static power of muscles 
appeared normal but the dynamic was diminished in 
upper and lower limbs. Coordination was normal. 

in the erect position no ataxia or disequilibrium was 
present. The feet were held farther apart than normal, 
with slight flexion at the knees, and the muscles in the 
lower legs were powerfully contracted and stood out in 
relief. In the recumbent or sitting position the hyper- 
tonus of all muscle groups in the trunk and legs re- 
mained. Lying in bed the left leg was flexed at the 
knee owing to proportionately greater hypertonus in the 
hamstrings. 

When the patient moved he did so en masse in a 
blocklike fashion. The upper limbs were slightly ab- 
ducted and there was nearly complete absence of asso- 
ciated movements of the arms. The legs were advanced 
in a jerky Way, making the patient take short deliberate 
steps. 

There was no change in muscle tone in the upper 
limbs. The hypertonicity of the legs, present in all 
postures, could be reduced by active movement as well 
as by repeated passive movements. A position passively 
imposed on one of the legs was involuntarily main- 
tained. 

All tendon reflexes were hyperexcitable but no clonus 
could be elicited. Abdominal and cremasteric reflexes 
were present but diminished. There were bilateral ex- 
tensor plantar responses. 

The facial muscles were the site of constant involun- 
tary movements. These were typically choreiform in type 
and consisted of grimaces, blinking of the eyelids and 
protrusion of the lips, accompanied sometimes by 
smacking noise due to movement of the tongue. They 
were increased in intensity and range by the act of 
walking or when the patient used his arms. At times, 
ee fatigued, similar movements appeared in the left 

and. 

Synkinesiz and associated movements were well de- 
veloped. Extension or flexion of the leg was carried out 
with instructions to the patient to resist the movement. 
This resulted in involuntary extension or flexion of the 
opposite leg. Similarly, when the patient grasped an ob- 
ject firmly in one hand, an involuntary contraction in 
certain muscle groups: was seen in the opposite arm and 
hand. With the patient upright, passive extension of the 
hip and trunk resulted in spontaneous bilateral extension 
of the great toes. 

All forms of sensation were normal, and there were 
no subjective sensory symptoms. Similarly the eyes, hear- 
ing and taste were unaffected. In the uvula and phlate 
there were involuntary movements of a choreiform nature. 
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Voluntary power in the vocal cords was normal, but at 
rest the cords were the seat of involuntary movements 
of abduction and adduction. Speech was dysarthric. The 
heart and lungs were normal, although the arterial blood 
pressure was elevated. The patient died in 1923. 


A résumé of the pathological findings is as 
follows: (1) Putamen: a marked reduction in the 
cells of the putamen, with accompanying neuro- 
glial overgrowth, which, although not absolutely 
confined to this region, was more marked here 
than elsewhere. Degeneration of many of the 
fibres running from the putamen into the globus 


’ pallidus and ansa lenticularis. Many of the fibres 


having origin in the caudate nucleus were also 
affected. (2) Globus pallidus: a slight but 
definite reduction in the number of motor cells, 
neuroglial cell overgrowth which was less 
than in the putamen, and degeneration of certain 
of the fibres arising in the globus pallidus, 
especially those which go to compose the ansa 
lenticularis, (3) Degeneration of the pyramidal 
tract was not evident above the level of the 
medulla. In the cord, degeneration of the crossed 
pyramidal tracts was present. 

In 1922 Claude and Alajouanine*® reported a 
similar condition in a man who had first devel- 
oped stiffness in his legs and dysarthria at the 
age of 47. These symptoms gradually progressed. 
At the age of 53 he presented the typical picture 
of pseudobulbar palsy. The rigidity of his limbs 
was excessive, but muscular power was not im- 
paired. There were no true bulbar signs such as 
wasting of the tongue. The authors considered 
that this case was similar to that previously re- 
ported by Lhermitte, Cornil and Quesnel. How- 
ever, in the case of Claude and Alajouanine there 
was slight or equivocal evidence of any affection 
of the pyramidal tract, while in the original case 
as reported by Lhermitte the Babinski sign had 
been prominent from the beginning. 

In 1921 Ramsay Hunt* described a_pallido- 
pyramidal type of palsy consequent on epidemic 
encephalitis. He observed the clinical features 
characteristic of involvement of both of these 
systems. Of 25 patients with encephalitis showing 
obvious signs of striatal disease only three proved 
to have this particular syndrome. He suggested 
that signs of pyramidal tract disease might occur 
with signs of involvement of the corpus striatum 
due to the close anatomical relationship of the 
internal capsule and the latter! 

In 1929 Critchley in an exhaustive and lucid 
review of arteriosclerotic Parkinsonism described 
one variety of this disorder with additional signs 








Canad. M. A. J. 
July 1, 1955, Vol. 73 


of pyramidal disease. In his experience, dys- 
phagia, dysarthria and forced laughter and cry- 
ing do not occur in this type of pallido-pyramidal 
degeneration. In commenting on the all-inclusive 
title “Lhermitte’s disease” Critchley stated that 
he did not consider the pseudobulbar manifesta- 
tions an essential feature of the syndrome. 


One other syndrome containing signs of both 
pyramidal and extrapyramidal degeneration is 
the disease known as the Creutzfeldt-Jakob syn- 
drome. This disease was first described by von 
Economo and Schilder in 1920. In the same year 
Creutzfeldt wrote about the disease and in the 
following year Jakob published a paper on it. 
Jakob described the disease as a spastic “pseudo- 
sclerosis” and considered it a diffuse encephalo- 
myelitis of unknown etiology. This is the same 
disease which Wilson® preferred to call a cortico- 
strio-spinal degeneration, while commenting 
critically on the term pseudosclerosis. 


Recently, de Ajuriaguerra et al.’ have pub- 
lished a case report and post-mortem findings of 
a patient with Creutzfeldt-Jakob disease followed 
clinically for some months. As an example of 
the clinical course and pathological findings in 
a case of cortico-strio-spinal degeneration and a 
current review of the literature on the subject, 
it is a very complete study. In résumé, these 
authors consider that the cortico-strio-spinal de- 
generation of Creutzfeldt and Jakob is essentially 
a disease of the presenium. They have also found 
that it has a subacute course and clinically pre- 
sents a triad of symptoms. First, there are signs 
of a pyramidal tract lesion with extrapyramidal 
posture and tone changes and, added to these 
two facets, usually some mental disturbance. 
They also mention that frequently there is a mye- 
lopathic amyotrophy as well. They consider the 
disease to be a degenerative process involving 
predominantly the cortex, the basal ganglia, the 
pyramidal tracts, and the anterior horn cells. 
They also mention that there are at least two 
clinical forms. There is one type which seems to 
be a cortical and subcortical form, with mental 
and extrapyramidal symptoms predominating and 
usually absent or minimal pyramidal signs. The 
second type is a cortico-spinal form in which 
psychosis, pyramidal signs, and amyotrophic fea- 
tures are predominant and which is similar to 
amyotrophic lateral sclerosis with mental dis- 
turbance. 

As far as the pseudosclerosis of Westphal- 
Striimpell is concerned, there can be no doubt 
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that these authors were describing several un- 
related conditions. Probably any similarity be- 
tween their patients was due to the inclusion of 
some cases of progressive lenticular degeneration. 
The following case to be presented has some 
of the features of many of the diseases briefly 
mentioned above but, because of some quite 
characteristic aspects of this case, is probably 
only just within the bounds of the diagnosis of 
combined pallido-pyramidal degeneration. 


CasE REPORT 


Mr. A.K., aged 31, was seen first in December 1949, 
complaining of pain in the lumbar region consequent 
on a sudden strain while lifting a railroad tie. He devel- 
oped mid-line pain low in the lumbar region which 
radiated into his right hip and down the posterior surface 
of the right thigh. His pain had been more or less con- 
stant since then and was aggravated by bending and 
walking, while he had sok some improvement from 
lying flat in bed. He had no other symptoms, and 
examination at that time revealed that there was prob- 
ably no abnormality of his cranial nerves but that his 
right arm was different from his left. He had trouble in 
extending and abducting the right arm at the shoulder, 
and the right hand and arm generally were weaker than 
the left. There was some decrease in size of the right 
upper limb. His leg was considered normal as far as 
tone and posture were concerned, and it was thought 
that he probably had a normal gait. Any restriction of 
walking was accredited at that time to his backache. 
— definite weakness of the anterior tibial muscle on 
the right was elicited, and the extensor digitorum longus 
and extensor hallucis longus and brevis were also thought 
to be weak. All tendon reflexes on the right side were 
much diminished compared to those on the left, and there 
were bilateral flexor plantar responses. 

Lumbar radiographs at that time revealed a slight 
scoliosis with convexity to the right, and some reduction 
in lordosis. His acute symptoms were ascribed to pro- 
trusion of a lumbar intravertebral disc, and no diagnosis 
was made concerning his right arm and leg. He was 
treated with a period of rest in bed on fracture boards 
and discharged free of pain. 

He was seen again in January 1954, and at that time 
a ne of weakness and stiffness of the right 

and. 

He stated that he had been born in S.E. Poland and in 
1943 had been taken by the Germans to a labour camp 
in Western Europe. While there he noticed in 1947 that 
his right shoulder was becoming weaker and slower in 
all movements, Some time after this, his right arm and 
hand would be tremulous when he was generally fatigued 
and he had not the power that was present in the left. 
He also observed that his right hand would become cold 
much more easily than the left, and that cold weather 
always seemed to bother him down the right side more 
than on the left. He also began to drop things from his 
right hand. He emigrated to Canada in 1947 and about 
one year later noticed that the right hip was becoming 
stiff and as “awkward” as the right shoulder. A short 
time after this, the right leg and ankle became stiff and 
slower. At no time did he have any spontaneous tremor. 
It was only after prolonged exertion that the entire right 
side would be tremulous for an hour or so after he ceased 
working. He thought that from 1948 onwards his right 
side had become generally and progressively weaker 
than the left, as well as stiffer. About 1949 he found 
it impossible to write, as he could not hold the pen and 
his writing would be illegible if he did, so that he began 
to write with his left hand. At the time of examination 

.~he wrote and fed himself entirely with his left hand and 
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Fig. 1 
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Fig. 2 


Fig. 1.—Showing the facial asymmetry with weakness and some flattening of the right face. 
The left corner of the mouth is drawn farther back than the right and the left frontalis is better 
wrinkled than the right. Fig. 2.—The right palatal arch is lower and immobile. The patient is 


saying ‘‘Ah.’”’ 


did most of the fine and detailed movements such as 
aoe himself; and doing up buttons, with his left 
nand. 

He was the youngest member of a large family and 
stated that both his mother and father had died of tuber- 
culosis while in their sixties. He had no knowledge of his 
brothers and sisters as most of them, he thought, were in 
Russia. When last seen they had been well, and as far 
as he knew there was no family history of any illness 
similar to his own. 





Fig. 3.—Inability of the patient to shrug his right 
shoulder. The Parkinsonian posture of the hand is also 
shown with the apparent smallness and convexity of the 
right hand as compared to the left. 


It was noticed that he sat quietly at the side of his 
bed with very little expression on his face and almost no 
change in the muscles of expression, either while sitting 
quietly or while talking. This stolid, non-emotional, facial 
appearance was remarkable throughout his entire stay 
and persisted despite any diagnostic procedures that he 
was put through. His intelligence was normal. His com- 
mand of English was good, and his mood was one of 
cooperativeness and willingness. He was somewhat com- 
placent about himself and his disability and did not ex- 
press concern about the future or his wage-earning 
ability. His head was somewhat flexed, with the chin 
closer to the chest than normal. His neck was extremely 
rigid, and active and passive movements of his head 
could only be made slowly and against considerable re- 
sistance. He sat with the right arm in his lap, the elbow 
closely adducted to his side and flexed to an angle of 
about 40 degrees with the hand very slightly flexed at 
the wrist. The metacarpo-phalangeal joints were flexed 
to a 90-degree angle, with the phalanges in extension and 
the ball of the thumb in apposition to the lateral surface 
of the index finger at the level of the distal interphalan- 
geal joint. This particular posture of the arm and hand 
was maintained at all times while at rest and was ob- 
served to be held throughout sleep. When lying flat in 
bed the posture of the right leg was similarly one of 
slight flexion. There was a little flexion at the hip, about 
20 degrees of flexion at the knee, and some plantar 
flexion at the ankle. The leg was firmly adducted towards 
the midline and it was quite obvious that while he was 
lying supine the patellar fossa was some 3 or 4 inches 
off the bed at all times. The other leg seemed to 
assume a normal posture in the lying position. 


In the standing position there was nothing of note 
about his head and neck other than the neck flexion. The 
right shoulder was considerably lower than the left, and 
the right elbow was again adducted to the side. The 
same flexion was seen at the elbow and wrist, and the 
right hand was carried at the front of the thigh and not 
at his side. His gait was abnormal. There was no swing 
to the right hand or arm. and the steps taken with the 
right leg were short and hesitant. The right leg seemed 

















Canad. M. A. J. 
July 1, 1955, Vol. 73 


Ross: PALiio-PYRAMIDAL DISEASE 21 








Fig. 4 


to be swung from the hip with very little movement of 
the knee. 

His visual acuity was 20/20 in each eye, and his cen- 
tral and peripheral fields of vision were normal. He had 
a normal sense of smell in both nostrils and his range 
of extraocular movements was full and without nystag- 
mus. Facial sensation was normal, Inspection of his face, 
while he was in repose, revealed no abnormal move- 
ments, but the absence of emotional and the normal 
“restless” movements of the face was quite striking. His 
blinking seemed to be of normal frequency. Elevation 
of his forehead revealed asymmetrical frontal creasing and 
symmetrical raising of the eyebrows. Closing his eyes 
tightly revealed some weakness of his right orbicularis 
oculi. When he showed his teeth, the right corner of his 
mouth moved more slowly and through a shorter range 
than did the left corner. When he opened his mouth, 
more of his teeth were showing on the left than the 
right, and again the left corner of the mouth moved 
farther and faster than did the right corner. This is shown 
in Fig. 1. His hearing was normal and the spontaneous 
and reflex movement of his posterior pharynx was normal. 
Pharyngeal and palatal sensation was quite normal. Pala- 
tal movement was abnormal. When he said “Ah,” the 
left side of the palate rose quickly and quite distinctly, 
but the right side did not move at all. The uvula re- 
mained in the midline and this definite asymmetry of the 
two palatal arches was quite evident, as shown in Fig. 2. 
His tongue protruded in the midline, and examination of 
his sternomastoids revealed no difference between the 
right and left side. Superficial reflexes were normal. 

His left arm was normal. On the right side it was.im- 
possible for him to shrug his shoulder (Fig. 3) and he 
could not abduct his arm at the shoulder into the hori- 
zontal position, The tone in the right arm was increased 
throughout. At the shoulder this was a uniform, stiff, 
plastic, increased tone with a slight cogwheel sensation. 
It was particularly difficult to extend his elbow as there 
seemed to be a uniform increased resistance throughout 
the stretching of his biceps. When passively flexing the 
right elbow, this same uniform increase in tone was felt 
and it became more marked towards the end of the 
stretch. At the wrist the same variety of uniform increase 
in tone was felt in all movements. Passive extension of 
the fingers and thumb was resisted, whereas flexion 
seemed to be quite easy. 


Fig. 5 


The posture of his hands when placed in front of him 
on the examining table was abnormal. The right hand 
could not be placed in the full supine position. The hand 
was held half way between pronation and supination and 
could not either passively or actively be placed into full 
supination. In vhtaieds this hands in full pronation, he 
was unable to appose his metacarpo-phalangeal joints to 
the table because of the persistent flexion at these joints. 


His right arm was generally weak throughout. The 
weakness was most marked distally, particularly in ad- 
duction and abduction of the fingers as well as extension 
of the fingers. It was quite easy to overcome all active 
movements in the right arm, while the left was of ex- 
cellent strength. 


Examination of the leg revealed, in addition to the 
postural abnormalities mentioned above, that the same 
uniform plastic type of increased tone was present in 
flexion and extension and abduction of the right hip. 
This rigidity was present throughout stretching, and 
seemed to be cou severe in flexors and extensors. 
Movements at the knee were equally slow and there 
was also some degree of rigidity here. Similarly, passive 
movements of ankles and toes were resisted by this type 
of uniform rigidity. His right leg was weak throughout, 
particularly distally; the dorsiflexors of ankle and toe 
were weak, and to some extent the plantar flexors were 
also weak. 


The tendon reflexes of the right arm and leg were 
markedly hyperactive as compared to those on the left, 
and a right extensor plantar response was present. The 
left leg was entirely normal, with a flexor plantar response. 
No clonus could be demonstrated anywhere. Both super- 
ficial and proprioceptive sensations were normal every- 
where, and detailed tests of “cortical” sensation revealed 
ncthing abnormal. When his hands were inspected side 
by side, the right one appeared narrower than the left, 
but this was thought to be due to the fact that his 
thumb was held in a position of partial opposition and 
abduction. The whole hand seemed to be slightly con- 
vex from side to side as well as flexed at the metacarpo- 
phalangeal joints, and this partial abduction and opposi- 
tion of the thumb gave the impression of narrowness to 
the right hand. 


Investigation included radiographs of skull and chest, 
both of which were shown to be normal. The result of 
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a pneumo-encephalography was reported by Dr. A. E. 
Childe as follows: 


“The right lateral ventricle and the third ventricle are 
not senna: There is enlargement of portions three, 
four, five, and possibly six of the left lateral ventricle. 
No abnormality of the aqueduct of Sylvius or the fourth 
ventricle is shown and the basal cisterns are not abnormal 
in appearance. Reasonably prominent cortical markings 
are present bilaterally. There is also a moderate amount 
of subdural gas. No excess subdural fluid is shown.” 
(Figs. 4 and 5.) 


This was followed by left carotid arteriography, which 
was normal. An electroencephalogram was reported by 
Dr. M. J. Saunders as follows: 


“Abnormality: The left hemisphere shows a well- 
marked random slow activity which focuses in the 
centro-temporal area. Some rhythmic slow waves are 
also seen on this side and on occasion in the right 
hemisphere. Background: Alpha activity is quite well 
developed but is asymmetrical, being of love! frequency 
on the left. Hyperventilation: Introduced several par- 
oxysmal bursts of quite high voltage spikey complexes 
from the left central area. Photic stimulation: Produced 
normal responses.” 


Complete blood count and urinalysis were negative 
and spinal fluid Wassermann reactions were negative. 
The remainder of the spinal fluid examination revealed 
a protein level of 10 mgm., and 3 lymphocytes per c.mm. 


The patient presented here is a young man of 
31 years who has been seen from 1949 until the 
present. During this time he has been admitted 
to hospital three times. Although he was not 
critically examined on the first two admissions 
(for backache), nevertheless it is possible to see 
that he has had a progressive lesion affecting the 
right side of his body. On the most recent ad- 
mission, his posture and appearance were Park- 
insonian, and on examination he was rigid and 
slow in both right arm and leg. His face and 
palate were also abnormal, and he had a right 
extensor plantar response. To include this case in 
the general diagnosis of pallido-pyramidal de- 
generation can be done by virtue of the clinical 
signs, which show involvement of both the 
pyramidal and extrapyramidal systems. This case 
is unlike Lhermitte’s in that the bulbar signs 
are absent and the age of the patient is quite 
different from that in the hitherto described cases 
of Lhermitte’s syndrome. The possibility that 
this results from epidemic encephalitis is remote, 
as his lesion is apparently entirely one-sided 
and there is no past history of such an infection. 
The likelihood of degeneration of the Creutz- 
feldt-Jacob type is remote, as there are no signs 
of lower motor neurone disease or of any mental 
disturbance. The slight but definite dilatation of 
the left lateral ventricle is interesting but is 
hardly of much precise localizing value in deter- 
mining the exact site of the lesion. The main 
purpose of presenting this case is to show an 
example of a progressive hemiparkinsonian s{n- 
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drome with an added pyramidal tract lesion in 
a young adult. 


CONCLUSIONS 


At the present time there are probably four 
recognizable clinical syndromes with pyramidal 
and extrapyramidal manifestations. These have 
been briefly reviewed here and presented under 
the name of the original authors (Lhermitte, 
Creutzfeldt-Jakob, Ramsay Hunt, Critchley). 


The present case seems to be distinct from 


“the above examples but may quite possibly be 


merely an early stage of Lhermitte’s disease or 
Creutzfeldt-Jakob disease. Similarly, there is the 
possibility that this present case represents an 
unusual unilateral complication of encephalitis as 
described by Ramsay Hunt. 

It is thought that there are probably more dis- 
eases than hitherto described in which the 
pyramidal and extrapyramidal systems are pre- 
dominantly involved. 
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MEDICAL EDUCATION 


But it seems to me that the main problem in medical 
education everywhere is to bring about a more general 
appreciation of the value of teaching. Teaching is not 
just a bagful of technical tricks, nor is it a tiresome waste 
of time. It is, or it ought to be, the reverse of a coin 
whose obverse is research. It is true that nowadays 
nearly every teacher is also a research-worker, but it is 
the research that gets the pay and the glamour, and this 
breeds the idea that going into the anatomy dissecting- 
room or the physiology lecture-theatre is an unwarrant- 
able interruption of important work. Until people 
realize that to stimulate others to find things out is as 
useful as to find things out oneself, and that the two 
jobs should go together and not in separate compart- 
ments, the teaching of basic science will remain a pro- 
fession in which deficiencies will have to be patched up 
and mistakes made good, in America as well as in the 
rest of the world.—D. C. Sinclair: Lancet, 2: 463, 1953. 
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EXPERIENCES WITH 180 CASES 
OF TETRALOGY OF FALLOT 
IN INFANTS AND CHILDREN* 


RICHARD D. ROWE, M.B., M.R.C.P.( Edin. ), 
PETER VLAD, M.D. and 
JOHN D. KEITH, M.D., Toronto 


TWO HUNDRED AND SEVENTY-THREE years after the 
first description of what has now come to be 
known as the tetralogy of Fallot, a 15-month-old 
girl sufferer was successfully relieved of her 
symptoms through an anastomotic operation by 
Dr, Alfred Blalock.1 This remarkable result 
stimulated more accurate diagnosis of congenital 
heart disease in the cyanotic group the world 


TABLE I. 
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cent years increasing interest has centred on the 
sites of obstruction to pulmonary blood flow. In 
reviewing 290 specimens described in litera- 
ture*-’ together with 39 of our own (Table I) 
it is seen that, cases of pulmonary atresia ex- 
cluded, the obstruction is infundibular in 60%. 
This high incidence of infundibular stenosis in 
the post-mortem material is at considerable 
variance with the findings reported at operation 
by surgeons using the Brock technique, who have 
found valvular stenosis to be equally common. 
There is still room for debate regarding this 
point, and studies of fresh specimens using wax 
moulds or by high-speed angiocardiography may 
enable better agreement to be reached in the 
future. 
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over. It was inevitable that diagnostic techniques 
would be expanded in the subsequent decade. 
More particularly these advances have opened 
the way to correct diagnosis in small infants 
and children. The purpose of this paper is to 
discuss the value of accessory studies by 
describing the experience with 180 infants and 
young children with this malformation seen at 
the Hospital for Sick Children since 1947. 


ANATOMY 


Classically, the tetralogy of Fallot consists of 
stenosis of the pulmonary tract at one or more 
of various levels, a ventricular septal defect, 
right ventricular hypertrophy and an aorta which 
straddles the septal defect at its origin.? In re- 


*From the Department of Pediatrics, University of To- 
ronto, and The Research Institute of the Hospital for 


Sick Children, Toronto, Canada. Aided by a grant from 
the Ontario Heart Foundation. 


Though post-mortem specimens show hypo- 
plastic pulmonary arteries, this is not always the 
case clinically, and many with valvular stenosis 
show some degree of post-stenotic dilatation of 
this vessel. About one in every sixty patients will 
have an absent left pulmonary artery. This is 
a particularly interesting variant because it pro- 
duces an extraordinary radiological picture and 
poses special problems to the surgeon. 

The degree of aortic overriding varies con- 
siderably and is difficult to determine accurately 
at autopsy. Most cases show a moderate degree 
of aortic dextroposition. 

The addition of an auricular defect to the 
classical tetrad constitutes the pentalogy of Fal- 
lot. In our post-mortem material we have found 
this to be very common, two-thirds of our group 
having auricular defects. Only 17%, however, 
were of significant size, the remainder being 
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patent foramen ovale. The importance of this 
extra defect is that in some cases the hemo- 
dynamic picture may be altered, with the right 
to left shunt occurring chiefly at auricular level. 
As with other series, about 30% of our 
patients have had a right-sided aortic arch, 
Obliteration of the ductus arteriosus is prob- 
ably delayed in most infants, but unfortunately 
it is uncommon for the patency to remain after 
the first six months of life. However, bronchial 
artery hypertrophy may provide large collateral 
channels to the pulmonary arterial tree in olde 
patients. er 


H 2MODYNAMICS 


In the average case, of the venous blood 
entering the right ventricle some is ejected into 
the overriding aorta with the left ventricular 
output, the remainder being propelled through 
the infundibular or valvular obstruction to the 
lungs. The degree of dextraposition of the aorta 
and the severity of obstruction to pulmonary 
blood flow together determine the relative pro- 
portions of blood travelling the two routes. For 
example, in pulmonary atresia all the blood from 
the right ventricle passes into the aorta and 
reaches the lungs through a patent ductus 
arteriosus or bronchial arteries; in cases with 
minimal overriding of the aorta and only mod- 
erate stenosis most of the blood enters the pul- 
monary circuit. 


INCIDENCE 


At the Hospital for Sick Children the mal- 
formation accounts for a little under 30% of all 
cyanotic defects seen in the past ten years. In 
the Toronto Heart Registry from birth to 15 
years the number of cases of tetralogy of Fallot 
is equal to the number of all cyanotic defects in 
the third most common defect in the group.’ 


CLINICAL FEATURES 


The contributions of Brown" and Taussig’? 
to the clinical picture are of course classic, and 
it is a tribute to their clinical judgment that 
there is little to add to that aspect of the mal- 
formation. 

Approximately one-third of our patients were 
cyanosed at birth, a further one-third by six 
months of age, and the remainder considerably 


later. Some were acyanotic at rest always. The - 


latter group represents the milder degrees of 
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the malformation, Clubbing is unusual in the 
first year. Dyspnoea is a prominent feature and 
is usually noticed first with feeding or after 
crying. Paroxysmal dyspnoea associated with 
marked cyanosis is common in the more severe 
cases in infancy. These incidents, known as “blue 
spells,” often become a problem in the latter part 
of the first year. In older children squatting is 
a well-recognized and frequent postural change 
adopted by these subjects. Lurie'® has recently 
suggested that such favourable postures increase 
the venous return, It has been shown that growth 
speed is much slower than in the general popula- 
tion and that physique is never optimal in these 
subjects." 

Auscultation usually reveals a single basal 
second heart sound, This sound may be reduced 
but is most often loud, About 10% of our group 
had no cardiac murmur and, although this fre- 
quently means that there is pulmonary atresia 
present, we have found that there may be no 
murmur also when the obstruction is incomplete, 
although considerable, and at infundibular or 
valvular level or at both sites. A systolic murmur 
in the third left interspace occurs in approx- 
imately 75% of the patients. If the murmur is 
high—first or second left interspace—it is likely 
that valvular stenosis is present. The murmur 
was continuous in about 10% of our cases. This’ 
murmur is very strongly suggestive of pulmonary 
atresia, although it may occur when there is 
severe infundibular stenosis only. If the con- 
tinuous murmur is more widespread and softer 
than that usually associated with a patent ductus 
arteriosus, its likely production is from marked 
collateral circulation through bronchial vessels. 
Precordial thrills are rather uncommon in infants. 

Congestive heart failure never occurs during 
childhood in the natural course of this malforma- 
tion, so that the finding of an enlarged liver with 
gallop rhythm in a cyanotic child before surgical 
intervention excludes tetralogy of Fallot. 


ACCESSORY INVESTIGATIONS 


1. Chest x-ray.—_In general, Taussig’s axiom 
of a normal-sized heart with clear lung fields 
still holds good. There are, however, exceptions, 
and bizarre shapes are not uncommon in infants. 
Using radiographs of autopsy-proven cases as a 
guide, we have divided the radiological appear- 
ances in the tetralogy of Fallot in infancy and 
young children into four groups (Fig. 1): (a) 
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Fig. 1.—The common radiological contours of the heart 
in the tetralogy of Fallot. (a) Pulmonary atresia showing 
cardiac enlargement and large aortic knob. (b) The classi- 
cal contour, showing no cardiac enlargement, slight 
elevation of the apex and a slight pulmonary bay. (c) 
Cases exhibiting an infundibular chamber. The character- 
istic of these is a bulge on the left middle arc of the 
cardiac border just below the position of the pulmonary 
artery. In these the apex is usually elevated as well and 
the aortic knob may or may not be easily visible. Asso- 
ciated valvular stenosis cannot be exeluded in this contour. 
(d) Cases with a right aortic arch. In these the left cardiac 
border is straight and the aortic. knob may be seen on the 
right upper super-cardiac border. 


those with a large aortic knob, moderate to gross 
enlargement and marked pulmonary concavity— 
10%; these are usually cases of pulmonary atre- 
sia; (b) those with a normal heart size but with 
a slight pulmonary bay—the classical contour— 
30%; (c) those with evidence of an infundibular 
chamber, 30%; (d) those having a right aortic 
arch and a straight left border without any 
evidence of pulmonary concavity, also 30%. 

Finding a right aortic arch is a useful point 
in distinguishing tetralogy of Fallot from pul- 
monary stenosis with normal aortic root, but this 
can occur in tricuspid atresia, truncus arteriosus 
and transposition with pulmonary stenosis, so 
that in infancy at least its value is limited. 

Lung vascularity is usually decreased in the 
films but may be normal. Increased vascularity 
can be seen under three separate circumstances 
and frequently leads to errors in diagnosis: (1) 
Bronchial artery hypertrophy. Where this is a 
marked feature, a dense but spotty appearance 
of hilar vascular markings is present. (2) Uni- 
lateral pulmonary artery atresia. This variant 
produces a most atypical radiological picture in 
comparison with the total group, but careful 
analysis will reveal that, while there is unilateral 
pulmonary plethora, the opposite lung vascular- 
ity is reduced, (3) A large left to right ven- 
tricular shunt without cyanosis. This occurs in 
our experience once in every forty cases and is 
clinically indistinguishable from large isolated 
interventricular septal defect. 

While the pulmonary arteries are generally 
reduced in size in tetralogy of Fallot, the left 
pulmonary artery sometimes is distinctly visible. 
In such cases valvular stenosis can be predicted. 

2. Electrocardiogram.—There is nothing speci- 
fic about the electrocardiogram in the tetralogy 
of Fallot. It shows right axis deviation in the 
order of about +110° to +180°. The usual. pat- 
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tern in the precordial leads is one of moderate 
right ventricular hypertrophy (Fig, 2), Less 
common is the more extreme form of right ven- 
tricular hypertrophy with a qR pattern in the 
right precordial leads resembling the picture 
seen in severe pulmonic stenosis with patent 
foramen ovale. Rarely, left ventricular hyper- 
trophy has been reported** and combined ven- 
tricular hypertrophy is sometimes evident, Zieg- 
ler? has shown that a positive T wave in the 
right precordial leads in infants after the first 
day of life is a valuable sign of abnormal right 
ventricular hypertrophy in this age group. 

3. Ear oximetry.°—The use of the oximeter has 
been of value in detecting subclinical or equi- 
vocal cyanosis, especially after effort. 

4, Cardiac catheterization—The earliest con- 
tributions with this method in the tetralogy of 
Fallot'® supplied important information about 
the haemodynamics of the malformation. From 
a diagnostic viewpoint there are two important 
details which the investigation clarifies. (a) 
Pulmonary stenosis can be demonstrated and in 
almost all cases an accurate prediction of the 
site of obstruction to pulmonary blood flow may 
be made. This aspect has become increasingly 
important with the newer surgical approaches 
to the malformation. The different pressure pulse 
curves obtained in the different types of obstruc- 
tion may be seen in Fig. 3. (b) The site of veno- 
arterial shunt may be localized by a number of 
methods, all involving injection of a substance 
through the catheter placed in turn in the pul- 
monary artery, right ventricle and right auricle. 
The most easily applicable of these methods is 





V3R Vi 


Fig. 2.—The common electrocardiographic pattern in the 
tetralogy of Fallot. Right axis deviation is present, right 
auricular hypertrophy is uncommon, and the precordial 
leads show a moderate degree of right ventricular hyper- 
trophy. The _ transitional complex is usually in 7 or V 


x 
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Fig. 3.—Cardiac catheterization in the tetralogy of Fallot. A series of pressure tracings 


obtained by withdrawing the catheter from the pulmonary artery to the right ventricle. In all 
there is a low pressure in the pulmonary artery and an elevated pressure in the right ventricle. 
It should be noted that the right ventricular pressure pulse in all instances has a characteristic 
plateau at its summit which serves as a useful differential diagnostic point from pulmonic 
stenosis with normal aortic root. Note in (a) the abrupt pressure change at the pulmonic valve 


indicating valvular stenosis; 


in (b) while there is a change in the contour of the pressure 


Pulse at the pulmonic valve, there is no pressure gradient until the infundibular stenosis is 


passed. 
and infundibular stenosis is present. 


the selective ether test;? ether produces coughing 
when injected from the pulmonary artery but 
paresthesia when injected from the right ven- 
tricle and right auricle in the tetralogy of Fallot. 
More elegant is the selective injection of Evans 
blue dye?° and subsequent recording of the 
dilution response through an ear oximeter, This 
method has the added advantage of giving a 
quantitative estimate of the shunt. 

5. Angiocardiography. — Venous angiocardio- 
graphy has been used widely and, while it fre- 
quently demenstrates simultaneous filling with 
Diodrast of the aorta and pulmonary artery, the 
site of obstruction to pulmonary flow is revealed 
only infrequently in the apparatus generally 
available. Using Schonander equipment with a 
speed of 10 films per second and an exposure 
time of 1/300 sec., better results may be obtained 
in infants? (Fig. 4). But where exact definition 
of the site of obstruction to pulmonary flow is 
required for the surgeon, by far the best method 
is that of selective angiocardiography.?? .The 


(c) Shows the characteristic contour of pressure pulse obtained when both valvular 


catheter is placed near the apex of the right 
ventricle and 1.5 c.c. of 70% Diodrast per kilo- 
gram is injected under high pressure. This will 
reveal the whole of the outflow tract of the right 
ventricle and the pulmonary arteries (Figs. 5a 
and 5b) and frequently give evidence of the 
aortic override. 


DIFFERENTIAL DIAGNOSIS 


Whereas the diagnosis is relatively simple in 
older patients, the problem is much more difficult 
in infancy. Larger numbers of more serious mal- 


‘formations exist at this period of life, some of 


which may have closely similar physical signs, 
radiological picture and_ electrocardiographic 
alterations. It is therefore of considerable impor- 
tance from a prognostic viewpoint to arrive at 
a correct diagnosis early. Aortic atresia and un- 
complicated transposition of the great vessels 
may be excluded by their cardiac enlargement 
and increased lung vascularity. Tricuspid atresia 
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Fig. 4.—Venous angiocardiography in the tetralogy of Fallot. Antero-posterior and lateral 
films of a classical case. Note the simultaneous filling of the pulmonary artery and aorta. The 
lateral view shows particularly well the valvular pulmonic stenosis in this particular case. 


is most certainly excluded by the electrocardio- 
gram. Single ventricle with pulmonary stenosis 
closely mimics the tetrad in infancy as well as in 
later life, and angiocardiography seems to offer 
the best hope of accurate diagnosis. The severe 
forms of pulmonary stenosis with patent foramen 
ovale are associated with cardiac enlargement 
of considerable degree, a systolic murmur which 
is nearly always in the pulmonary area, and a 
reduced second basal heart sound. Heart failure 
occurs in some cases in infancy, Radiologically 
there is a distinct pulmonary artery bulge, al- 
though the lung fields are always clear. Occa- 
sional cases of the moderate form of pulmonary 
stenosis with patent foramen ovale may very 
closely resemble the tetralogy of Fallot clinically. 
Complete transposition of the great vessels with 
pulmonary stenosis is a rather common problem 
in differential diagnosis in infancy. The heart 
may be normal in size, the electrocardiogram will 
reveal right ventricular hypertrophy, and only 
venous angiocardiography will permit the 
accurate separation of the two malformations. 
Ebstein’s disease of the tricuspid valve may pro- 
duce cyanosis with decreased lung vascularity, 
but the heart is most often enlarged and the 
electrocardiogram shows complexes of a low 
voltage and right bundle branch block. In those 
cases where there is a marked collateral circula- 
tion through bronchial vessels, the hilar vascu- 
larity may be quite dense and sometimes is 





enough to produce hilar pulsation. Such cases in 
older children may be confused with Eisen- 
mengers complex or, more rarely, complete 
transposition of the great vessels. In the younger 
patients with increased lung vascularity the chief 
causes, previously mentioned, are unilateral pul- 
monary artery atresia or cases with minimal 
aortic override and a large interventricular left 
to right shunt. 


CLINICAL COURSE 


After the first six months of life, cyanosis and 
dyspnoea become progressively worse. The first 
year has a peak mortality but, although many 
patients have blue spells in this period, the 
majority escape the dangerous first two years 
and adapt to the anoxia. The children are aware 
of their limitations and do not require restriction 
of physical activity. Helpful manoeuvres, such as 
squatting or lying on the side, are frequently 
employed to relieve discomfort or dyspncea. 
Maude Abbott”* showed that the average age of 
survival was 12 years and, although there has 
been a survival to the 70th year,”* the exceptions 
should not be allowed to obscure the fact that 
extremely few patients survive the second de- 
cade. In very severe cases, usually with marked 
infundibular stenosis or atresia, the patients have 
early cyanosis and severe and prolonged blue 
spells, and frequently die from anoxia at some 


period in the first year (Fig. 6). 
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; Fig. 5.—Selective angiocardiography in the tetralogy of Fallot. (A) With the cardiac catheter 
in the outflow tract of the right ventricle, injection of contrast material shows particularly 
well the dome stenosis of the pulmonic valve (in both antero-posterior and lateral views). A jet 
of the contrast material is seen escaping into the pulmonary artery. (B) A case of tetralogy of 
Fallot with pulmonary atresia. Injection made from the right ventricle showing immediate 
filling of the right aortic arch and right descending aorta. The lateral view shows that the lungs 
are supplied from bronchial arteries and not via the pulmonary arteries. 


COMPLICATIONS 


The final clinicai incident in our fatal cases is 
shown in Table II. It will be seen from this 
that anoxia is the basic cause of death in over 
three-quarters of the cases, Unlike European 
workers, we have not found tuberculosis to be a 
complication of this disease in the age group con- 
cerned. Cerebral abscess is a not uncommon com- 
plication in these cases. We have had two deaths 
from this condition. Subacute bacterial endocar- 
ditis is uncommon, but has been reported as a 
postoperative complication in between 1 and 
3% of the cases. Cerebral venous sinus throm- 
bosis may occur and the clot organize without 
any symptoms, but more extensive involvement 
may follow prolonged blue spells. The appear- 
ance of hemiplegia, while serious, is not neces- 
sarily a cause for despair in these infants. It 
needs reemphasis that, in the childhood group 
at least, congestive heart failure is never the 
cause of death during the natural history of the 
disease. | AS BIG c 


TREATMENT 

1. Medical—_The aim of medical therapy is to 
assist the patient through infancy to a suitable 
age for surgical procedures, Small and frequent 
feedings may be necessary and solids should be 
started early, For the blue spells, placing the 
infant in the knee-chest position or over the 
mother’s shoulder, the administration of oxygen, 
and morphine in a dose of 1 mgm. per 5 kg. 
body weight are extremely useful measures. 
Sometimes regular mild sedation is a help, and 
in severe cases an oxygen tank in the home may 
be life-saving. Adequate fluid intake is important 
in these infants during infections and in hot 
weather. Some who are having frequent spells 
may be in fact suffering from a relative anemia, 
and the administration of iron has been shown to 
improve their status considerably.”* For frankly 
thrombotic episodes where there is paralysis, 
hospitalization is essential. In such cases intra- 
venous fluid therapy is employed. Some feel that 
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No.of Cases 
25 


Age at Death 


67% under 2 years 
or 83% under S years 






Fig. 6.—Tetralogy of Fallot, 40 post-mortem cases, Hos- 
pital for Sick Children, Toronto. 


TABLE II. 





TETRALOGY OF Fatior: 40 Post-Mortem CaAszs, Hos- 
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the addition of heparin to such fluid prevents 
extension of paralysis.” 

In the severe cases in infancy, the decision to 
continue with medical treatment or advise surg- 
ery is by no means an easy one. The main factor 
influencing the physician should be the severity, 
frequency and duration of anoxic spells, If the 
infant can be managed into the second year, 
there is a considerable chance of maintaining 
him successfully until four or five years, when 
an operation can be more safely performed. 
During this period continuous encouragement 
and support to the family from practitioner and 
specialist alike is essential. 

2. Surgical.—It is our practice to recommend 
operation. between four and five years of age. 
The aim of surgery is to increase pulmonary 
blood flow. Four operations are available. (1) 
The Blalock-Taussig operation, which consists 
of an end-to-end or end-to-side anastomosis be- 
tween the subclavian artery and a pulmonary 
artery main branch, (2) The Potts operation,?’ 
in which there is a direct anastomosis made be- 
tween the aorta and the pulmonary artery. (3) 
Pulmonary valvulotomy and infundibulotomy 
(Brock?* 7°), where an attack is made on the 
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site of obstruction to pulmonary blood flow 
through an incision over the right ventricular 
outflow tract. (4) The Barrett operation.*® In 
those cases with pulmonary atresia and minute 
pulmonary arteries the Barrett operation of pleu- 
rectomy by causing extensive adhesion and sig- 
nificant collateral circulation may improve the 
patient considerably. 

The Blalock operation has enjoyed brilliant 
success throughout the world since its introduc- 
tion. It has been shown that a child has an 85% 
chance of coming through the operation greatly 
improved. The mortality with this procedure in 
overall figures varies between 8 and 16%. The 
younger the child, the higher the mortality, and 
figures under one year of age approach 40% 
mortality. In this younger age group the Potts 
operation seems to be more successful. In Potts’ 
own experience mortality in infants between two 
weeks and three years is 16%. 

Brock, using his direct methods, has results 
which are as good as the anastomotic procedure 
and with a mortality which is certainly no 
worse, The experience in our hospital with 
operations on this malformation has been re- 
ported previously by Mustard.** 


RESPONSE TO SURGERY 


The cyanosis is strikingly lessened and the 
clubbing usually markedly reduced in operated 
patients, Exercise tolerance is very much im- 
proved and squatting is rare postoperatively. A 
continuous murmur is heard over the operative 
site after the Blalock operation and is one re- 
assuring sign of patency of the anastomosis 
during follow-up, The heart size usually in- 
creases a little in the first few months, but it is 
uncommon for heart failure to develop. In our 
group two patients in 118 developed this com- 
plication. The patients are usually allowed up in 
the hospital within two weeks and are able to 
return to normal activity within one or two 
months, With the Brock procedures there is not 
usually alteration of the cardiac murmur, but 
changes in colour, exercise tolerance and heart 
size are at least the same as with the anastomotic 
operations.*? 


THE FUTURE 


It is not possible to say how loug improvement 
will last in cases treated by surgery, but the 
benefit still enjoyed after ten years by some 


augurs well for their future. Surgical interest is 
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now turning to a more fundamental approach to 
the problem by operating on the exposed heart. 
Hypothermia seems unsuitable for the ventricular 
approach. This has meant that various types of 
extracorporeal circulation are needed. Lillehei** 
has recently reported the successful closure of 
the ventricular septal defect and removal of ob- 
struction to pulmonary blood flow in one case. 
Such complete correction of the anomaly is, of 
course, the ideal, but achievement may not be 
possible in all instances. A special problem ex- 


ists for pediatricians and surgeons in attempting _. 


to salvage cases from the heavy mortality during 
the first year of life (Fig. 6). 


SUMMARY 

Experiences with 180 cases of the tetralogy of 
Fallot in infants and children are described. 
Points of current interest in the anatomy, clinical 
picture and accessory investigations are dis- 
cussed, The wide range of differential diagnosis 
in infancy and the consequent prognostic impor- 
tance of early and accurate diagnosis is em- 
phasized. 

The chief cause of death in children is anoxia. 
Congestive heart failure never occurs preopera- 
tively in this age group. The greatest number 
of deaths from the malformation in childhood 
occurs during the first-year of life. 

Medical and surgical treatments are presented, 
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STUDIES IN MYASTHENIA GRAVIS 


(Preliminary Report on Therapy with 
Mestinon. Bromide ) 


Observations on the most recent of the alkyl phos- 
phates, octamethyl pyrophosphoramide (OMPA), had 
led the authors to recommend the discontinuance of this 
in therapy of myasthenia gravis because the range be- 
tween the therapeutic and the toxic dose was too narrow. 
Recently they have used another cholinergic drug, 
Mestinon (pyridostigmine bromide), which is a dimethyl. 
carbamate of 3-hydroxy-l-methylpyridinium bromide. 
They quote the unpublished work of other workers who 
showed that Mestinon has about one-sixth the acute 
toxicity of neostigmine in mice, and about one-eighth 
of the intestine-stimulating effects of neostigmine on 
isolated rabbit intestine; the anti-curare activity on the 
sciatic-tibial preparation is one-eighth that of neostig- 
mine, but the anticholinesterase activity on purified eel 
esterase is about one-hundredth that of neostigmine. 

The authors tried this new drug on 20 patients at- 
tending the myasthenia gravis clinic of the Mount Sinai 
Hospital. The cases ranged in severity from those re- 
quiring only 75 mgm. of neostigmine to those requiring 
540 mgm. a day. The authors used the technique of 
edrophonium testing to secure a quantitative comparison 
between Mestinon and neostigmine in the same patient. 
Patients were stabilized on the most effective dose of 
neostigmine and serial edrophonium tests were _per- 
formed at hourly intervals: at the same time dyna- 
mometer readings, changes in diplopia, dysarthria, dys- 
phagia and general muscle weakness were recorded. The 
authors made special notes of any side-effects such as 
abdominal cramps, diarrhcea and epigastric distress. 
Subsequently these same patients were given Mestinon, 
and similar examination and techniques were recorded. 
The duration of action of Mestinon was only slightly 
longer than that of neostigmine, but it was more effec- 
tive than neostigmine in the relief of myasthenic weak- 
ness of the small muscles innervated by the cranial 
nerves. Some patients did not get the “lift” that they 
obtained from neostigmine but most were satisfied with 
the feeling of general well-being; in addition some pa- 
tients found that they could rise in the morning without 
myasthenic symptoms. Fifteen of the 20 patients found 
Mestinon more effective than neostigmine, and nine of 
these patients had so few side-reactions that they 
stopped the use of atropine. Three other patients were 
considered to have good results in that undesirable side- 
effects were of a minimal nature. In only one of the 20 
patients were the side-effects more severe with Mestinon 
than with neostigmine. 

The incidence of side-effects was found to be much 
less with Mestinon than with neostigmine, and 
muscarine-like cholinergic side-effects were lacking. 
Most of their cases did not require atropine to counter- 
act side effects. It is yet too early to evaluate the action 
of the drug on the hematopoietic system; although they 
do not consider it has any direct effect, the authors 
recommend routine complete blood counts, including 
platelets. In general one 60-mgm. tablet of Mestinon is 
equivalent to a 15-mgm. tablet of neostigmine bromide.— 
K. E. Osserman, P. Teng and L. I. Kaplan: J. A. M. A., 
155: 961, 1954. 
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STIMULATION OF THE 
CELL-LINKED DEFENCE FORCES 
OF THE SKIN. MECHANISM 

OF ACTION OF CERTAIN 
TOPICAL AGENTS* 


L. KATO, M.D. and 
B. GOZzsy, D.Biochem., D.Ch., D.Pharm., 
Mental 


IT 1s WELL KNOWN that the term “eczema” makes 
sense only when used morphologically. This 
term implies basic alterations in the physiology 
of the skin itself which are independent of any 
etiological factors. We may then assume that in 
a state of health defence mechanisms are at work 
which are lacking in the skin of the susceptible 
individual, or that the causative agents of eczema 
weaken the natural defences of the skin. The 
pathogenesis of eczema is, as yet, far from being 
well understood. However, we have approached 
the problem from the aspect of “cell-linked de- 
fence” which has been explored by a number of 
workers, 

Specialized cells within the skin exercise a 
phagocytic action and play an important role in 
removing foreign particles, whether chemical, 
bacterial or products of necrosis. These cells are 
members of the reticulo-endothelial system 
(RES). We believe that any therapeutic agent 
which will induce or restore phagocytic activity 
of the specific cells will exercise a favourable 
influence in eczematous conditions. 

Jancso*-* pointed out that the endothelial cells 
of the small vessels of the skin may acquire 
phagocytic or granulopectic properties when 
submitted to certain stimuli. In his convincing 
experiments he showed that histamine was the 
physiological stimulant of this phenomenon, If 
the depilated skin of white mice and albino rats 
is rubbed with a 0.5% solution of histamine, 
while a 10% suspension of India ink is given 
intravenously, a black stain will appear at the site 
of histaminization. In histological sections of the 
involved skin, corpuscles of India ink will be 
seen within the endothelial cells of the skin 
capillaries. 

Biozzi, Mene and Ovary*~* confirmed Jancso’s 
findings and, going a step further, proved that 
histamine-liberating substances had the same 
action as histamine. However, these authors 


*From the Institute of Microbiology and Hygiene of the 
University of Montreal. 
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showed that phagocytosis was inhibited when 
quantities of histamine used in the experiments 
were higher than physiological levels; an intra- 
dermal injection of more than 100y of histamine 
completely paralyses this action of the phago- 
cytes. Téré,’ Matoltsy et al.§ and we*™ have 
confirmed the above findings and we believe that 
these observations are far-reaching. They would 
make the use of histamine in therapy logical. 
However, all attempts to introduce this sub- 
stance in therapy have not been successful be- 
cause histamine has the disadvantage of being 
rapidly destroyed by its specific enzyme. This 
fact has encouraged us to search systematically 
for other substances which, without the dis- 
advantage of histamine, would have a similar 
effect on the phagocytes of the skin. We applied 
ourselves to the search for non-toxic, non- 
irritating agents which would put the highest 
number of inactive cells at the disposal of the 
natural defence of the skin. 


MATERIALS AND METHODS 


White mice of both sexes of the strain C.F.I. 
were used in our experiments. Twenty-two topi- 
cal agents were tested; each of them dissolved or 
suspended in two different carriers, white petro- 
latum and Transdermine.* The India ink sus- 
pension used contained 10% commercial India 
ink, 0.9% NaCl and 1% gelatine sterilized at 
60° C, 

The evening before the experiment the abdo- 
men of the animals was depilated by means of 
BaS suspension, The next morning the animals 
were examined, and were discarded if they 
showed skin lesions on the depilated area. Those 
free of lesions were used and the solution or 
ointment to be tested was gently rubbed into 
the skin for two minutes by means of a small 
cotton swab, The skin of the animals used as 
controls was rubbed with the solvent only. Imme- 
diately after rubbing the skin, 0.5 ml. of the India 
ink suspension was injected into the tail vein. 
Each substance, dissolved or suspended in each 
of the two carriers, was tested on 32 animals. 

Phagocytosis usually became evident after one 
hour, when a black stain appeared at the site 
of application of the active substance. Observa- 
tions were taken after 1-2 and after 24 hours. 
The intensity of the phagocytosis was noted as 


*The commercial name of an emulsifying base containing 
triethanolamine. 
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+,++,+++ or ++++, It was marked - when 
the skin remained of normal appearance. 


RESULTS 


Whenever a black stain appeared at the site 
of application of the active agent, histological 
examination always revealed the presence of 
India ink particles in the endothelial cells of the 
skin capillaries. The photomicrograph presented 
herewith was obtained from histological sections 
of the skin after topical application for two 


minutes of 1% titanium tannate in Transdermine. --’ 


In this section an intensive phagocytic activity of 
endothelial cells of skin capillaries is demon- 
strated; India ink corpuscles have been ingested 
by endothelial cells. 





Fig. 1 


For each agent we were able to demonstrate 
differences in results, depending upon the phys- 
ical properties of the solvents used. 

The table shows the intense phagocytic effect 
obtained with histamine and with coal tar, When 
Transdermine was used as a carrier, a 0.5% con- 
centration of coal tar induced marked phago- 
cytosis. In order to obtain the same effect with 
white petrolatum, a concentration of 1% coal 
tar was necessary. Chrysarobin, resorcin and 
ichthyol induced remarkable phagocytic activity, 
but they proved to be irritating to the skin. 
Pyrogallic acid produced necrosis of the skin and 
made readings impossible. Benzoic, boric and 
tannic acids showed no positive effect. Salicylic 
acid produced a weak activation of the phago- 
cytes but had an irritating effect as well: Sodium 
salicylate, sodium tetraborate, and tannic album- 
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inate were ineffective. Camphor and thymol were 
very weakly active. Menthol had no effect. 
Metallic salts of Bi, Zn and Ti were tested; zinc 
oxide and titanium oxide were inactive, and Bi 
subnitrate and Bi subsalicylate had weak activity, 
but titanium peroxide was fairly active. The two 
organic salts of titanium, the tannate and the 
salicylate, induced very intense phagocytosis of 
the endothelial wall of the small vessels, Their 
effect was equal to that induced by coal tar, 
chrysarobin, resorcin and ichthyol. It was great- 
est when Transdermine was used as a carrier, 
less intense with white petrolatum. 


DIsCussION 


A theory has been presented that weakening of 
the cell-linked defence mechanism of the skin 
plays an important part in the pathogenesis of 
eczematous dermatoses, Jancso,!-° Biozzi, Mene 
and Ovary,‘*® and Gézsy and Katé*-"? have 
proved experimentally that the defence mechan- 
ism of the skin can be strengthened by means of 
physiological stimulation of the RES, the stimu- 
lus being thought to be histamine. The same 
effect can be provoked by certain histamine- 
activating agents.!: 45.69 The authors of this 
study supposed that drugs used locally in derma- 
tology would have the same mechanism of 
action: stimulation of the skin’s defence mechan- 
ism. The present experiment has _ brought 


_ evidence that certain of these drugs may induce 


phagocytic activity of endothelial cells of skin 
capillaries, Coal tar and organic salts of titanium 
(the tannate and salicylate) showed an intense 
activity. Bismuth subsalicylate and subnitrate 
had a weakly stimulating action on phagocytosis, 
and caused no undesirable effects such as in- 
flammation, induration or wheals. Skin irritants 
like chrysarobin, resorcin, ichthyol and salicylic 
acid were of similar effect. 

Cannon’ and Robertson™* stated in their 
studies on cellular defence forces that phago- 
cytosis is the result of a spontaneous process be- 
tween phagocytic cells and surrounding liquid 
on the one side, and particles to be ingested on 
the other. The process itself is due to changes 
in surface energy, without the presence of cir- 
culating antibodies. 

Several experiments have been presented to 
demonstrate that well-defined substances may 
enhance or impair the cell-linked defence 
mechanism of the organism. Freund** and Reiner 
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and Fischer’ described the stimulation of phago- 
cytosis by tannin. Gordon and Thompson 
described a series of substances with similar 
action, such as salts of metals (Al, Zn, Cu, Mg, 
Ca, Be, Ni) and some organic acids, which in- 
fluenced favourably the opsonin effect on 
Staphylococcus aureus. Many of these experi- 
ments were performed on the skin. Vilardo* 
injected procaine subcutaneously into rabbits 
and observed increased phagocytosis of Staph. 
aureus by leukocytes. Egoroff and Laptewa-Pop- 
ova’® found that subcutaneously injected ammon- 
ium chloride decreased RES activity and phago- 
cytic activity of neutrophils and monocytes. 
Doczy’® showed that Bi salts enhance phago- 





KAtTo AND GOzsy: SKIN DEFENCES 33 


supplied with cells which physiologically take no 
part in the defence mechanism, but may, acquire 
such capacity if necessary, so that this mechan- 
ism may perform more important duties than 
those hitherto known, These experiments have 
brought further evidence as to the function of 
this defence mechanism of the skin and as to 
some pathological changes as well. The experi- 
mental results have made possible a new ap- 
proach to the mechanism of action of some 
drugs used in dermatology. 

Let us examine the problem from this point 
of view. In normal subcutaneous tissues fibro- 
cytes (fibroblasts), mast cells, endothelial cells 
and resting-wandering cells are to be found. 
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Intensity of phagocytic activity of endothelial cells of skin capillaries due to stimulation of the skin’s defence mechanism by different drugs. 


*Causes necrosis. 





cytic activity of specific blood cells in vivo. 
Tahuno and Silvani®® demonstrated that CCl, de- 
creases phagocytic activity of the RES in rabbits. 

All these experiments, in accordance with our 
own,°-"? show that by means of certain sub- 
stances the cell-linked defence mechanism can be 
favourably or unfavourably influenced by action 
on the organism or the skin. We stress experi- 
ments of Jancso'-* proving that the function of 
the RES could be completely paralysed by anti- 
histaminics, and our experiments’® showing the 
unfavourable effect of antihistaminics on ex- 
perimental tuberculosis. 

Recent research on the natural defence 


mechanism of the skin has yielded important re- 
sults. It has been experimentally proved that 
certain skin cells may undergo functional altera- 
tion according to physiological or pathological 
necessity. The skin and subcutaneous tissues are 


Tompkins and Guillo** studied the action of 
these cells in the skin of mice. After skin inflam- 
mation had been induced, foreign particles 
(India ink, killed tubercle bacilli and lipids) 
were introduced intradermally and intravenously. 
The authors found that resting-wandering cells 
may perform the same function in the defence 
mechanism of the skin, in absorbing foreign 
particles when necessary, as polymorphonuclear 
leukocytes. Resting-wandering cells undergo in 
the case of “danger” a functional metamorphosis, 
become macrophages and as such ingest de facto 
foreign particles. 

Other important observations, which have en- 
larged our knowledge of the defence mechanism 
of the skin, were those of Jancso.!-? This author 
proved that the physiological stimulant of phago- 
cytic function is histamine, present in small quan- 
tities in all cells. If depilated skin of the mouse 
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or rat is rubbed with histamine and India ink is 
injected intravenously, particles of ink are found 
inside the endothelial-cells of skin capillaries at 
the site of rubbing. These endothelial cells 
acquire a phagocytic capacity under the influence 
of their physiological stimulant. The passive en- 
dothelial cells become active phagocytes also if 
latent histamine is liberated in skin cells by 
therapeutic agents. A large number of inactive 
cells may be put at the disposal of the skin’s 
defence mechanism by means of such substances 
as (in our experiments) coal tar, Ti tannate, Ti 


salicylate, Ti peroxide, Bi subnitrate, and Bi sub- ~~ 


salicylate. The observations of Jancso have been 
confirmed histologically by Tér6é’ and also by 
Matoltsy.® 

On the evidence of work previously described 
and of our experiments, we may expect good 
therapeutic results from such substances in skin 
disorders such as eczematous dermatoses by 
stimulation of the cell-linked defence mechanism 
to increased activity. It also seems to be logical to 
study by appropriate methods the mechanism of 
action of drugs used in dermatology, with a view 
to discovering whether the given substance stim- 
ulates phagocytic activity of specific cells, or in- 
duces phagocytic function of inactive endothel- 
ial cells of skin capillaries. We have found in our 
experiments that the method described by Jancso 
is the most suitable for this purpose, because it 
permits a quantitative estimation of phagocytic 
activity induced by different substances. 


SUMMARY 


It has been experimentally demonstrated that 
certain drugs used in dermatology may induce 
phagocytic activity of endothelial cells of the 
skin capillaries, After topical application of 
tested substances to the depilated skin of white 
mice, particles of intravenously injected India 
ink are ingested by endothelial cells of skin capil- 
laries at the site of application. These observa- 
tions were confirmed by histological studies, 

Twenty-two dermatological preparations were 
tested for this mechanism of action and a quan- 
titative difference was observed as regards in- 
tensity of induced phagocytic activity of endo- 
thelial cells of skin capillaries, due to stimulation 
by these substances. 

Coal tar induced good phagocytic activity of 
endothelial cells. Chrysarobin, resorcin and 


ichthyol induced remarkable phagocytic activity 
of endothelial cells, but caused skin irritation. 














Cana 
say i965” Vol. 73 





After application of pyrogallic acid, skin necrosis 
made the readings impossible. Organic acids 
such as benzoic, boric and tannic acids showed 
no such activity, except salicylic acid which pro- 
voked a weak activation of capillaries; this latter 
substance, however, had an irritating effect on 
the skin. On the other hand, sodium salicylate, 
sodium tetraborate, and tannin albuminate were 
unable to stimulate endothelial cells of skin 
capillaries. Camphor and thymol were very 
weakly active, and menthol was inactive. 

Metallic salts included in these experiments 
were those of Bi, Zn, and Ti. Zinc oxide and 
titanium oxide were inactive. Bismuth subnitrate 
and subsalicylate showed weak activity. Titanium 
peroxide was fairly active. The two organic salts 
of titanium, Ti tannate and salicylate, induced 
very intense phagocytosis of endothelial cells of 
the small vessels of the skin, without causing 
skin irritation. The intensity of phagocytosis in- 
duced by these two titanium salts was equal to 
that induced by coal tar. Phagocytosis of par- 
ticles was quantitatively most intense if Trans- 
dermine was used as a carrier, and less intense 
with white petrolatum. The mechanism of action 
of dermatological drugs has been discussed with 
emphasis on the fact that in certain skin diseases 
dermatologists may expect good therapeutic re- 
sults from such drugs where the natural defence 
mechanism of the skin is deficient, since they may 
enhance the cell-linked defence forces of the 
skin. 

Further investigations are necessary to show 
whether stimulation of endothelial cells to phago- 
cytic activity is due to the activation of latent 
histamine. 


~ 
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CAN NALORPHINE 
HYDROCHLORIDE PREVENT- 
RESPIRATORY DEPRESSION 
AND DEATH FROM OVERDOSE 
OF BARBITURATES?* 


ELDON M. BOYD, M.A., M.D., C.M. and 
MANUEL PEARL, B.A., Kingston, Ont. 


REASONABLY dependable methods are now avail- 
able for the prevention of death from acute over- 
dosage of barbiturates, The barbiturates are not 
particularly soluble in water at the pH of blood 
plasma, and excessive amounts taken by mouth 
or injected as an anesthetic agent are extracted 
by the fatty tissues of the body. As the concen- 
tration in blood falls, barbiturates in the fatty 
depots are gradually released back into the blood 
stream. Reaching the brain, they continue to 
exert their depressant action. They are gradually 
broken down, especially by the liver. The prin- 
ciples of: treatment of overdosage are to maih- 
tain respiration and blood pressure until the ex- 
cess of barbiturate has been metabolized and to 
treat secondary effects as they may arise. 

If respiration and blood pressure are not seri- 
ously threatened, the patient will recover by being 
allowed simply to “sleep off” the effects of mild 
overdosage. If the barbiturate stupor is pro- 
longed, if the respiratory rate has fallen and par- 
ticularly if hypotension is evident, measures must 
be taken to maintain vital functions while the ex- 
cessive amount of barbiturates is being broken 
down in the body. The sustaining measures con- 
sist in keeping the patient warm, administering 
carbon dioxide with oxygen, maintaining fluid, 
salt and pH balance, and preventing develop- 
ment of pneumonia by use of anti-infectives. 
Respiration may be augmented by means of the 
analeptics. None of these measures augment the 
breakdown of barbiturates in the body; hence 
they must be continued until such breakdown has 
occurred. 

Overdosage beyond that responding to the 
above measures is indicated conveniently by 
Koppanyis criterion. that is, failure to obtain an 
analeptic response to 5 ml. of 10% leptazol given 
intravenously."* Such patients will probably not 
be able to maintain sufficient respiration and 
blood pressure throughout the prolonged period 
of breakdown of their overdose of barbiturate 
unless picrotoxin or electroshock therapy be 


*From the Department of Pharmacology, yoontty of 
Medicine, Queen’s University, Kingston, Ontario. 
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given. While both of these measures are life- 
saving, they require specialized knowledge. 

In an attempt to find a simpler method of 
treating severe barbiturate poisoning, research 
on the possible value of nalorphine hydrochloride 
has been conducted in the Department of Phar- 
macology at Queen’s University during the past 
two years. Since this agent is not an analeptic, the 
investigation was also designed to study its pos- 
sible value in preventing respiratory depression 
during intravenous barbiturate anesthesia. It has 
not been possible to demonstrate that nalorphine 
hydrochloride has any ability to prevent respira- 
tory depression and death from overdosage of 
barbiturates. 


RELEVANT LITERATURE 


The term nalorphine was approved by the 
British Pharmacopceia Commission in January 
1953, and by the Council on Pharmacy and 
Chemistry of the American Medical Association 
in March 1953° for the agent N-allylnormorphine, 
of which Nalline is the hydrochloride and Lethi- 
drone the hydrobromide. As indicated by the 
descriptive name, it is morphine with the nitro- 
gen-attached methyl group replaced by an allyl 
group. The hydrochloride is a white powder, 
somewhat soluble in water and available in am-. 
poules containing 5 mgm. per ml. for subcuta- 
neous, intramuscular or intravenous injection. In- 
terest in nalorphine lies in its ability to an- 
tagonize the toxic effects of overdosage with 
morphine and other narcotics and to disclose 
withdrawal symptoms in narcotic addicts. In 
1915, Pohl’? reported that N-allyInorcodeine could 
antagonize respiratory depression produced by 
morphine and this was confirmed in 1941: by 
Hart.® In 1943, Klaus Unna** and in 1944, Hart 
and McCawley® reported that nalorphine antag- 
onized respiratory depression from overdosage 
of morphine. Studies to date indicate that nalor- 
phine can similarly antagonize the toxic effects 
of codeine, methadone, dihydromorphinone, me- 
topon, the morphinans and probably pethidine.** 

There are reports in the literature that nalor- 
phine can and that it cannot antagonize respira- 
tory depression produced by overdosage of bar- 
biturates. Segal and his associates at Tufts Col- 
lege Medical School in Boston reported in May 
1953* the case histories of two patients given 
nalorphine hydrochloride to relieve respiratory 
depression due in one instance to th’‘opental 
sodium and in the other to thiamylal sodium. 
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The doses of nalorphine hydrochloride were 40 
and 35 mgm. intravenously in two injections at 
a short interval respectively and the respiratory 
rate subsequently returned to normal. Belford, 
Kao and Vivante published three papers in 1954 
in which nalorphine hydrochloride, given intra- 
venously in a dose of 30 mgm. per kgm. body 
weight to 7 dogs with respiratory rates reduced 
to an average of some 5 per minute, was reported 
able to raise the respiratory rate to an average of 
about 14 per minute for 10 or 15 minutes, no 
data upon survival being given.*?* 

On the other hand, Eckenhoff and associates 
reported in 1952°° that nalorphine hydro- 
chloride did not antagonize thiopental sodium 
and secobarbital sodium in man. Gruber reported 
in 1954’ a controlled experiment in which nalor- 
phine hydrochloride was given subcutaneously 
in a range of doses up to 690 mgm. per kgm. 
body weight to several hundred mice previously 
injected intraperitoneally with secobarbital so- 
dium in doses up to 180 mgm. per kgm, body 
weight, injection of nalorphine hydrochloride 
being found unable to lessen the barbiturate 
death rate. Boyd, Lower and Miller? found that 
nalorphine hydrochloride, in doses from 0.1 to 
200 mgm. per kgm. body weight subcutaneously, 
did not affect the respiratory rate of 250 albino 
rats given pentobarbital sodium in a dose of 30 
mgm, per kgm. body weight intraperitoneally. 
The latter reported further that nalorphine hy- 
drochloride given intramuscularly in doses up to 
500 mgm. per kgm. body weight did not lower 
the mortality rate amongst 60 albino rats given 
100 mgm. per kgm. body weight of pentobar- 
bital sodium intramuscularly. 


METHODS AND RESULTS 


In the first series of experiments, nalorphine 
was administered intramuscularly in a range of 
doses at hourly intervals to albino rats given an 
approximate LD50 of thiamylal sodium. Three 
hundred albino rats, consisting of equal numbers 
of fully grown males and females, were divided 
into 15 groups of 10 males each and 15 groups 
of 10 females each. With the exception of one 
group used as controls each of the 10 males 
(and in alternate experiments each of the 10 fe- 
males) was given a dose of nalorphine hydro- 
chloride in a volume of 5.0 ml. of isotonic saline 
per kgm. body weight. The doses ranged from 
0.1 to 200 mgm. per kgm. body weight (see 
Table I). Within 15 minutes, thiamylal sodium 
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was injected intramuscularly in a dose of 100 
mgm. per kgm. body weight as a 2% solution 
in distilled water. The dose of nalorphine hydro- 
chloride was repeated at intervals of one hour 
until the animal had recovered its righting reflex 
or was dead. The respiratory rate per minute 
was recorded at hourly intervals after injection 
of nalorphine hydrochloride upon survivors 
which had not yet recovered their righting re- 
flex. This experiment was repeated 30 times. 
Means and standard deviations were determined 


_,and the P value of mean differences calculated 


after Hill.° The only differences found signifi- 
cant at the P 0.05 level or less were the pro- 
longations of the interval before death by the 
5, 100 and 200 mgm. per kgm. body weight 
doses of nalorphine hydrochloride. The results, 
summarized by presentation of mean values in 
Table I, demonstrate that under the conditions 
of this experiment, nalorphine hydrochloride did 
not lower the mortality rate from thiamylal so- 
dium. 

For reasons noted above, it appeared possible 
that administration of nalorphine at 15-minute 
intervals might disclose some ability to prevent 
death from thiamylal sodium. From the data 
of the previously described experiment, a dose 
of 5 mgm. per kgm. body weight of nalorphine 
hydrochloride was selected and given intra- 
muscularly as a 0.1% solution in isotonic saline 
at 15-minute intervals to 30 albino rats given 100 
mgm. per kgm. body weight of thiamylal sodium 
intramuscularly as in the previous experiment. 
Thirty other albino rats received isotonic saline 
in place of nalorphine hydrochloride. No signifi- 
cant differences were encountered. The results 
have been summarized as means in Table I. 

In a third series of experiments, nalorphine 
hydrochloride was given by continuous intraperi- 
toneal drip to rabbits given a lethal dose of thia- 
mylal sodium. Thirty rabbits were used in pairs, 
one given and one not given nalorphine. The 
procedure adopted, after a number of preliminary 
trials, was as follows. Nalorphine hydrochloride 
was injected intramuscularly in a dose of 10 mgm. 
per kgm. body weight as a 4% solution in iso- 
tonic saline, followed by thiamylal sodium, 150 
mgm. per kgm. body weight intramuscularly as 
a 7.5% solution in sterilized distilled water, A 
continuous intraperitoneal drip of nalorphine 
hydrochloride, 1 mgm. per kgm. body weight per 
minute, was then started. Fifteen minutes later 
the intramuscular injection of nalorphine hydro- 
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TABLE I. 
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THE FAILURE OF ADMINISTRATION OF NALORPHINE HYDROCHLORIDE TO AFFECT THE RESPIRATORY RATE OR PERCENTAGE 
MorvTa.tity oF ANIMALS GIVEN A LETHAL DosE oF THIAMYLAL SODIUM. 












Dose of 








Exemplary respiratory rates 























nalorphine —hours after thiamylal sodium— Mean interval 
hydro- (mean rates per minute) tn hours — 
a éaiienaie of unrecovered survivors mortality 
per kgm. —_—_——_)--—  —_ | -—-—__—_———. To To 
body weight) recovery death 
Albino rats—nalorphine hydrochloride injected hourly I.M. 
0.0 30 277 67 90 94 78 94 2 57 
0.1 30 278 69 52 72 89 77 3 60 
0.5 30 275 66 61 70 68 88 3 53 
2.5 30 270 52 63 80 95 96 3 60 
5.0 30 271 55 53 54 55 65 4 43 
10.0 30 272 51 58 69 72 72 3 63 
25.0 30 277 51 55 73 82 74 2 60 
50.0 30 274 59 57 60 71 67 2 47 
100.0 30 275 59 69 81 73 71 13 67 
200.0 30 271 50 51 62 67 9 83 





chloride was repeated and followed by a further 
intramuscular injection of 200 mgm. per kgm. 
body weight of thiamylal sodium, The intra- 
peritoneal drip of nalorphine hydrochloride was 
continued for 4 hours. As indicated by data given 
in Table I, administration of nalorphine hydro- 
chloride did not appreciably alter the lethal 
effects of the thiamylal sodium. 

Finally, in a fourth series of experiments, nalor- 
phine hydrochloride was given by continuous 
intravenous drip to 16 dogs, half of them serving 
as controls being given intravenous isotonic saline 
at the same rate. All the dogs were given thia- 
mylal sodium intravenously in a dose of 40 to 50 
(average 44) mgm. per kgm. body weight as a 
5% solution in distilled water. Immediately after 
injection of thiamylal sodium,.nalorphine hydro- 
chloride was injected intravenously in a single 
dose of 30 mgm. per kgm. body weight as a 4% 
solution in isotonic sodium chloride solution fol- 





lowed by a continuous intravenous drip of nalor- 
phine at the rate of 1 mgm. per kgm. body weight 
per minute for the first hour and 0.5 mgm. per 
kgm. per minute thereafter until recovery (ap- 
pearance of thiamylal “shakes”) or death. The 
results are recorded in the last two lines of Table 
I. No evidence was obtained that nalorphine 
hydrochloride was able to antagonize the lethal 
effects of thiamylal sodium under the conditions 
of this experiment. In the experiments upon 
rabbits and dogs, the possibility exists that other 
combinations of doses of nalorphine might have 
been found to antagonize the lethal effects of 
thiamylal sodium. 


CONCLUSIONS 

In trials upon over 360 albino rats, 30 rabbits 
and 16 dogs, no pharmacological evidence was 
obtained that nalorphine hydrochloride can an- 
tagonize the lethal effects of overdoses of thia- 
mylal sodium. | 
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LARGE PULSION DIVERTICULUM 
OF THE MIDDLE THIRD OF THE 
THORACIC CGESOPHAGUS* 


FLORIAN TREMPE, M.D., Quebec 


Axsout 75 yEARS AGO, Zenker made his famous 
prediction with regard to the possibility of 
operating on oesophageal diverticula, when he 
stated: “The radical cure of diverticula by surg- 
ical operation is at present one of our vain 
wishes, yet we are hopeful that even this opera- 
tion may at some future day be performed with- 
out danger.” But let us not forget that Zenker 
was referring only to the pharyngo-cesophageal 
diverticulum; though diverticula of the thoracic 
cesophagus were already known, nobody at that 
time even thought of the possibility of operating 
on them. Surgical treatment of these thoracic di- 
verticula was still considered very risky twelve 
years ago. In 1942, Frank Lahey wrote: “Owing 
to the fact that the cesophagus holds stitches 
badly and that amputation of the sac at its neck 
can be accomplished only at the risk of soiling 
of the pleural cavity, it is considered unwise to 
attempt excision of the sac and there appears no 
plan by which it can be safely submitted even to 
a two-stage procedure.” 

But since then have come the wonderful im- 
provements that have made all kinds of thoracic 


*Presented at the 1954 Quebec meeting of the Canadian 
Association of Clinical Surgeons, of which the authof is a 
member. 





operations possible. As far back as 1946, Dr. 
Janes, a member of this association, reported be- 
fore the American Surgical Association six cases 
of diverticulum of the lower thoracic cesophagus, 
four of which were operated upon by resection. 
Our only purpose in presenting this case is to 
exemplify once more the possibility of operation 
and to make a few comments on this uncommon 
affection. 

Pulsion diverticula of the thoracic cesophagus 
are located in the intrapleural portion of the 
organ, at different levels between the bifurcation 
of the trachea and the diaphragm, but most 
frequently in the lower third of the cesophagus 
where they are called “supradiaphragmatic or 
epiphrenic diverticula.” As we all know, they are 
not true diverticula as are the traction ones, but 
only herniations of the mucous membrane 
through the muscle layers of the cesophagus. 

The opening of the diverticulum is usually in 
the right postero-lateral wall of the lower third 
of the cesophagus, and the diverticulum extends 
into the right thoracic cavity. This suggests an 
embryonic origin due to a congenital defect in 
the wall of the cesophagus at this location; if so, 
why does it produce symptoms only in middle 
life, the average age of patients being 50 years? 

When a diverticulum is located in the middle 
third of the cesophagus, it has 4 tendency to ex- 
tend into the left thoracic cavity. 

Another question which is not easy to answer 
is: Why are cesophageal diverticula much more 
common in men than in women? Is it because 
men usually eat more quickly and distend their 
cesophagus by swallowing bigger mouthfuls? 
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Our patient was a 59-year-old man who consulted an 
E.N.T. specialist for retrosternal pain and nightly regurg- 
itations; i also complained of a curious symptom whic 
is worth describing in detail. 





Fig. 1 


The man, a salesman for a large distillery, is quite 
a heavy drinker of rye. When drinking with friends or 
at a party, he did not feel much effect from his drinks; 
most of the rye accumulated in the diverticulum, where 
there was very little or no absorption; but if he la 
down, especially on his- right side, he would get ah 
in a few minutes, his diverticulum emptying its liquid 
contents into the stomach. This symptom might be 
labelled “delayed drunkenness” and added to the list of 
usual symptoms of diverticula. 

At the end of December 1953, the patient was referred 
to me for surgical advice with a diagnosis already made 
by cesophageal barium meal (Fig. 1): “Large diverticulum 
at the junction of the lower and the middle third of the 
cesophagus, extending into the left thoracic cavity.” 

Lately symptoms had become worse and prevented the 
patient from doing his work; having seen the radio- 
graph, he was also afraid that his diverticulum might 
rupture, a view which we shared. We advised resection 
of his diverticulum by a left transthoracic approach. 

For a week before operation, the patient was asked 
to drink large quantities of water and lie down occasion- 
ally on his right side, in order to wash out the contents 
of his diverticulum. We thought it risky to have the di- 
verticulum emptied and washed by cesophagoscopy, be- 
cause of the possibility of accidental perforation. The day 
before operation a radiopaque Levine tube was passed 
into the stomach under fluoroscopy. 

Operation was performed on January 13, 1954, using 
the technique described b a of the Mayo 
Clinic. This offers no difficulty, but the surgeon must 
careful not to pull out too much mucosa before clamping 
the freed pedicle; otherwise a postoperative stricture may 
result. The diverticulum in our-case—and especially its 
pedicle—was higher than the radiograph showed. In fact, 
after liberation of the diverticulum its pedicle was found 
to be attached high in the middle third of the cesophagus. 

After operation the diverticulum was opened an 
found to contain two large and thick pieces of undigested 
celery; they were lying over one another and nearly em- 
bedded in the wall. It is incredible how people can 
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swallow without masticating such large pieces of food; it 
is also astonishing how these can get into a diverticulum. 


I mention the fact that large pieces of food were 
found, because I doubt if, after all, it is so important to 
clear out the contents of the diverticulum preoperatively, 
since resection of the diverticulum and suture of the 
alg are done by a closed method and since we now 

ave the great help of antibiotics. 


On being told, the patient said that he had not eaten 
celery for at least six months, because he had noticed 
that indigestible foods gave him more discomfort. 


The patient had an uneventful postoperative 
course and was discharged from the hospital on 
the 12th postoperative day. He has been very 
well since and has had no symptoms of cardio- 
spasm, as some of these people have, even after 
resection of the diverticulum. I think that this 
happens when the diverticulum is of the epi- 
phrenic type. 

According to a few authors, the cardiospasm 
even plays a part in the production, or at least 
in the enlargement, of epiphrenic diverticula; this 
does not seem to be true of diverticula of the 
middle third. 


At the end of October I asked the patient to 
come for a barium control examination; this 
showed normal cesophageal transit. 


4 


580 St-Jean. 





CONSULTATIVE SERVICES FOR 
RHEUMATISM IN SASKATCHEWAN 


Because of its largely rural population, Saskatchewan 
presents particular problems in the treatment and 
management of the rheumatic diseases. Until recently, 
there were no consultative centres, and there never have 
been hospital out-patient departments. 

The consultative clinics were thus established to fulfil 
three purposes: (1) To assist local physicians in diag- 
nosis and management of the rheumatic diseases by 
making available throughout the province the services 
of consultants having special training and interest in 
these diseases. (2) To educate the patients in their own 
management of their disease at home. (3) To serve as 
screening procedures for admission to in-patient facilities 
at the Research and Treatment Centres operated at the 
General Hospital and Grey Nuns Hospital in Regina. The 
same procedures assist in co-ordinating the work of 
mobile physiotherapy units. 

Consultative clinics function at the urban centre’ of 
a region, usually meeting at the local hospital. At present 
consultative clinics serve nine such regional centres at 
intervals of 1-2 months. 

In the 18 months from July 1953 to December 1954, 
78 consultative clinics were held, at which 458 patients 
attended.—Newsletter, C.A:R.S., May 1955. 
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Special Article 


THE DOCTOR IN COURT* 


HUMPHRY OSMOND, M.D.,t 
Weyburn, Sask. 


Most PEOPLE keep away from law courts; when 
they are forced to visit them whether to bear 
witness, or to be a member of a jury, or to answer 


for some misdemeanour, they leave as soon as _ 
possible and think no more of it. Doctors, be- 


cause they deal with life and death and other 
matters which concern the law, attend courts 
more often than most of their fellows. However, 
enly a few doctors, pathologists in particular, 
acquire much court experience, and they tend to 
become scornful of others who are not so adept 
in giving evidence. 

Lawyers are often critical of medical evidence, 
and for most doctors appearances in court range 
from being mildly harassing to very disturbing. 
It may therefore be worth while to examine some 
of the snares to see how they can be avoided. 
Much trouble arises simply from unfamiliarity 
both with legal procedures and with the special 
atmosphere of the courts. To the lawyer court 
work is, even when trivial and boring, something 
of a game, Like any game of skill it requires pre- 
parations which are less entertaining than the 
game itself. In the legal game, which can be 
played for the highest stakes, the adversaries are 
represented by opposing counsel, the judge is 
the referee who sees that play is according to 
the rules, and the jury award the prize which is 
their verdict. The medical man cannot expect to 
become an adept like the lawyer, but he can 
learn the rules and do his best to abide by them. 
If he manages to do this he will be received by 
lawyers with surprise and respect, may aid the 
course of justice and will add stature to our 
profession. 


PREPARATIONS FOR GOING TO COURT: 


The doctor who is subpoenaed, whether as a 
witness of fact or opinion, should take as much 
time as possible to prepare for the case. The 
scintillating performance which lawyers give, 
their formidable capacity for marshalling facts 
in a manner favourable to their contentions, and 
their ability to grasp matters with which one 
would suppose them to be unfamiliar do not 
necessarily arise from superior intelligence only, 
but also from diligent preparation. Polish and 


*This article does not attempt to deal with the doctor as 
a defendant, a role which in this litigious age he is un- 
happily called to play with greater frequency. His proper 
course is to follow with meticulous care the advice of the 
counsel provided by the medical defence association. 


+Physician Superintendent, the Saskatchewan Hospital, 
Weyburn. 
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panache comes with experience and possibly a 
natural flair for the dramatic found in the true 
advocate, but behind legal fireworks lies hours 
of patient reading and meticulous study of 
evidence. 

When giving evidence doctors are allowed to 
refer to “notes made at the time.” It is therefore 
advantageous to bring such notes into court. To 
be able to do this, it is necessary to have made 
such notes and to have preserved them. Because 
the law is old-fashioned or wisely cautious (de- 
pending on one’s point of view), it is still un- 
certain whethe: dictated records will be accepted 
as “notes made at the time of examination.” The 
reason for this is that inaccuracies may occur in 
transcription, These notes should be carefully 
examined before going to court, not only to re- 
fresh the memory but also to ensure that they 
are in good order and in particular that the 
handwriting is legible. Notes of this sort must be 
dated and should have the time of the day on 
them. It is very disconcerting to be asked, “When 
did you say you made those notes, doctor?” And 
because one is on oath the only answer is “To the 
best of my recollection on such and such a day.” 
“But surely, doctor, your notes are dated?” The 
humiliating truth is dragged out in front of the 
court. The notes are not dated and no one can be 
certain when they were written. 

It is unwise to appear in court as an expert 
unless one is quite certain as to the sort of ex- 
pertise one is expected to display. Lawyers are 
rarely more familiar with medical matters than 
doctors are with the law and its ways, so that 
they sometimes do not appreciate the limitations 
of a particular sort of doctor, and may suppose 
that his knowledge extends further than it does. 
It is therefore wise to have at least one meeting 
with the lawyer who has required one to appear 
in court. Lawyers themselves usually insist on 
this because expert opinion may be of crucial 
importance in the whole conduct of the case, so 
that lawyer and doctor must have many dis- 
cussions both before and during the trial, It may 
seem unnecessary to emphasize that one should 
appear in court punctually and properly dressed, 
but doctors are not always aware that the best 
way to antagonize judge and counsel is to be 
late and to start clamouring for a speedy release 
from court, In my experience lawyers are very 
willing to help, but are likely to be keener to do 
so if approached in a civil manner. It is useless 
and imprudent to attempt to bully them; they 
hold all the cards and it is only by exercise of 
their discretion that one is likely to leave court 
and return to work before the end of the trial. 

Dress is important, because if one is repre- 
senting oneself as a professional man and an ex- 
pert it is proper to look like a juryman’s con- 
ception of a medical man and not like’a farmer 
or a lumberjack. For going to court a sober suit 
and modest tie should be worn by doctors. 

So with notes written and dated at the time of 
examination carefully arranged, an appropriate 
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text or two in readiness, soberly suited and punc- 
tual, the medical witness arrives at the court. 


WAITING TO GIVE EVIDENCE: 


Court work always involves waiting, either in 
the witness room for the witness of fact or in the 
body of the court for the expert. The expert is 
expected to listen with care to the testimony of 
other witnesses and to inform the counsel for 
whom he is working whether it throws any new 
light on the case. For the inexperienced this is 
an opportunity to study the common errors of 
witnesses and to prepare to avoid them. 


The main errors are inaudibility; gabbling— 
that is, speaking too quickly for the court short- 
hand writer, which means for the jury too; using 
jargon which no one understands; and not 
answering the question which counsel puts. I 
shall deal with these matters later. 


When possibte one should give evidence on a 
moderately full, but not distended stomach, un- 
assisted by alcohol and with an empty bladder. 
It may not seem necessary to emphasize this, but 
anxiety produces a feeling of urgency in many 
people and few things are more uncomfortable 
than to be distracted from the well-aimed ques- 
tions of judge or counsel by the calls of nature. 
Courts usually recess every one and a half hours, 
but it is surprising how long an hour can be in 
this predicament. 

Sitting in court listening to others giving evi- 
dence is a good opportunity to acquaint oneself 
with the forms of address used in court. The 
judge in high court is addressed with deference 
as “my lord,” in recognition of the fact that he 
personifies the law. The lawyers are called 
“learned counsel” for defence or prosecution in a 
criminal action or for plaintiff and defendant in a 
civil action. In lower courts and when in doubt 
it is best to address the judge and lawyers as 
plain “sir.” The jury are referred to as ladies or 
gentlemen of the jury. In a criminal trial the 
prisoner is “the accused,” and the offence with 
which he is charged is “the alleged offence” until 
it has been proved. These simple terms which 
are used by everyone help one to be more at 
ease and so more efficient. I have also found a 
little packet of throat lozenges or pastilles a 
great comfort when I have had to give lengthy 
testimony. 


THE Two Sorts or TESTIMONY 


A doctor may appear in court as a witness of 
fact or of expert opinion. Witnesses of fact are 
allowed to state on what they themselves have 
seen, heard, or done. When one has been limited 
in this way, one realizes to what extent we de- 
pend upon what other people tell us and upon 
the inferences which we draw from their remarks 
and gestures. 

Witnesses of opinion are allowed much greater 
latitude, just how much depending largely upon 
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the discretion of the judge, the attitude of the 
learned counsel, and the impression which the 
expert gives. An expert who speaks modestly, 
reasonably, and clearly is given every oppor- 
tunity to put his special knowledge at the dis- 
posal of the court. On the other hand, an expert 
who is arrogant, overbearing or obscure gets 
short shrift and deserves no more, As a very 
shrewd judge said to me recently in court, “The 
opinion of an expert witness carries as much 
weight as the reasons which he advances for 
holding that opinion.” 

Doctors sometimes appear in court in a double 
capacity as experts and witnesses of fact. This 
may prove confusing because the witness is held 
close to the facts one minute and given more 
licence the next. A word of appeal to the judge 
usually straightens the matter out. 


IN THE WITNESS Box 


A witness may be called by the prosecution 
or the defence, or in certain circumstances for 
the court; that is, as a neutral expert for the 
benefit of the judge. After taking the oath he 
establishes his identity and qualifications. It is 
during these preliminaries that one should ad- 
just one’s voice to the size of the court, and 
speak loudly enough for the furthest juryman to 
hear every word without effort. It is unfair to 
mumble or lower the voice, and this will onl 
result in questions being repeated. Speec 
should be delivered at dictation speed, which is 
slower than most of us are accustomed to speak= 
ing. This allows the court reporter to record it, 
and ensures that every word sinks into the jury. 
Slow, clear speech is very important because an 
expert frequently has to discuss highly technical 
matters with which judge, jury and counsel are 
unfamiliar. 


Medical witnesses often forget that in the long 
apprenticeship of their art they learn an esoteric 
vocabulary of at least ten thousand strange 
words which most people do not understand. It 
is therefore most important to speak slowly, to 
use ordinary English words wherever possible 
and, when one cannot think of an appropriate 
equivalent, to explain the meaning of the techni- 
cal term very clearly and slowly. There is a 
danger that the court will not be able to follow 
medical jargon, that time will be wasted trans- 
lating it into simple English, and lastly that 
one may have the humiliating experience of not 
being able to translate correctly on the spur of 
the moment. A black eye should be a black eye, 
not a periorbital hematoma. The word “lesion” 
should never be used because non-medical 
people do not seem to know it. Favourite medi- 
cal words such as pathological, physiological, 
and pathognomonic must be banished. Even 
with the best intentions some of our catchwords 
will creep in, but the common tongue is 
wonderfully expressive when used skilfully. 
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Having established one’s identity, the next 
step is to await examination by counsel. It is 
proper here to ask permission from the judge to 
consult one’s notes. This courtesy indicates that 
one is aware of the judges power and impor- 
tance. The judge should be treated with the 
deference which is due to him. There is no need 
to cringe, but since the judge may protect a 
witness from savage or unfair attacks by counsel 
and can himself examine whom he pleases, it is 
wise to show that one recognizes his high status. 


EXAMINATION 


A court proceeds by certain rules, many of 
which are easy to understand while others are 
not. A witness is first examined by the counsel 
who has called him. The questions which this 
counsel asks are usually prepared beforehand, 
especially with an expert witness who counsel 
hopes will make a substantial contribution to his 
case. The oath does not mean that a witness 
must tell everything that he knows or surmises, 
but simply that, when questioned, he will reply 
fully and truthfully. 

Examination serves two purposes—to elicit 
important information in a manner that counsel 
considers appropriate, and to establish in the 
jury’s mind that a witness is a serious, reputable 
and reliable person. The expert in particular 
must be aware of this twofold function and 
should reply to the most trivial-sounding ques- 
tions with patience, gravity and frankness. 
Counsel knows what he is about; he is hoping 
that, in addition to whatever facts may be 
elicited or opinions expressed, there will remain 
with the jury the memory of a trustworthy pro- 
fessional man. Questions should be answered 
with caution, but without giving an impression 
of evasiveness. This sounds perfectionistic. It is, 
but unless one has some objective one is not 
likely to achieve very much. Careful thought 
should be given to every question, and one 
should try to give the answer which one has 
already agreed to give. This is not an invitation 
to perjury, but if a witness discovers that for 
some reason he cannot answer as he had in- 
tended, he should, if at all possible, inform 
counsel of this. Knowing this, counsel may not 
wish to put that particular question. 

The judge may intervene at any moment and 
his questions should receive proper attention and 
be answered respectfully. Judges are shrewd men 
with great experience and it is a mistake to at- 
tempt to hoodwink or patronize them. If a judge 
is very dissatisfied with evidence, he may give 
some rebuke or admonition which can be both 
painful and damaging. There is no way of out- 
smarting him, and attempts to do so may lead 
to imprisonment, for contempt of court. There is, 
I believe, no appeal against such imprisonment 
except to the judge who has inflicted the sen- 
tence. My own experience with judges has been 
a happy one, but since some people are unaware 
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of their great power it may not be out of place 
to mention it here, 

A sigh of relief comes involuntarily as one’s 
own counsel sits down, which is quickly shifted 
to an indrawn breath of alarm as the opposing 
counsel rises for cross-examination. This is the 
moment to relax physically and to alert one’s 
mind, 


Cross-EXAMINATION 


This is the aoning time. The purpose of cross- 
examination is to discredit all or part of a wit- 
ness’s evidence.* It is the cross-examiner’s role 


_to do this, and by doing it he shows whether a 


witness is truthful and credible, There are many 
ways of ae this, and it is not possible to detail 
every ruse that can be and has been used. It 
would be demoralizing to know every snare that 
exists. Lawyers are usually experienced in the 
ways of judges, juries and witnesses, and must 
never be underestimated. I shall discuss briefly 
four methods to show some of the dangers pres- 
ent in cross-examination; these are (1) hectoring; 
(2) the honeyed tongue; (3) letting the witness 
talk himself out of everyone's patience, and (4) 
getting him to antagonize the court actively and 
to lose his temper. Not everyone of us is equally 
susceptible to each of these traps, but it is wise 
to be aware of one’s main weaknesses before 
one is forced to exhibit them in public. One may 
learn to guard Achilles’ heel. 

It is very important to understand that there 
is nothing personal in a cross-examining coun- 
sel’s sallies. As far as he is concerned a witness 
is fair game and it is simply a matter of using 
an appropriate technique to discover any chinks 
which may exist in the evidence, It is foolish to 
become hurt or indignant, and self-pity may lead 
to further difficulties. 


1. HECTORING 


This is not so frequent as in the past, though 
great success can still be achieved by using it 
sparingly and at the right moment, Some wit- 
nesses are very easily upset by a gruff word, a 
stab of sarcasm, or the suggestion that they may 
have not been entirely candid or that what they 
have expressed is “mere opinion.” Hectoring 
alternating with a certain reasonableness is a 
standard interrogation procedure in those coun- 
tries where “third degree” and other extended 
examinations are allowed. Bullying is not danger- 
ous except to the very timid or hot-tempered. 

The counter-moves are simple, indeed they 
are common sense. By answering slowly, listen- 
ing carefully and requiring counsel to repeat his 
questions the vigour of the attack is reduced. 


*Dr. Maurice Demay, commenting on this, added that, 
while the experienced witness uses cross-examination as 
an opportunity to amplify, qualify or confirm his earlier 
evidence, the expert should avoid flerce espousal of either 
legal contestant and should put his views forward and 


leave it to the judge and jury to draw their own con- ° 


clusions. 


















Canad. M. A. J. 
July 1, 1955, Vol. 73 


Should the cross-examiner put a question which 
is obscure, one should ask the judge if that is 
indeed what is being asked. This effectively sug- 
gests that counsel is not only being a trifle 
boorish but that he may also be talking nonsense. 
Do not get angry, for in cross-examination as in 
poker the calm man usually wins. 

It is sometimes justifiable to deflate an aggres- 
sive counsel with a shrewd reply, but unless one 
can be certain of the sympathy of both judge 
and jury it is better to be dignified and de- 
tached. An expert witness is there to impress the 
jury with his integrity, good sense and wisdom. 
By handling a hostile lawyer skilfully and refus- 
ing to be shaken or to jibe back, a witness gains 
the sympathy and good feeling of the jury. Such 
a witness can afford at the proper moment to 
admit his own limitations and) so gain further 
respect. 


2. THe HoNEYED TONGUE 


This is the indirect approach. The witness is 
ready for a brusque and possibly unfair attack 
but is met with a bland man-to-man geniality. 
Beware of guileless questions: lawyers are not 
nincompoops, It is essential to listen very care- 
fully and to think before speaking. A skilled 
lawyer may ask question after question which 
may seem and indeed are exactly what they 
seem. In doing this he shows the jury that he 
is merely a seeker of truth, without bias. Then 
he slips in one that seems equally guileless but 
which is as barbed as a hook and if answered 
carelessly may discredit much previous evidence. 
Almost exactly the same method can be used 
with questions which are clearly difficult to an- 
swer and which may be mixed with those that 
are unanswerable, Failure to answer the answer- 
able ones suggests ignorance of one’s subject, 
while rash attempts to answer the unanswerable 
can easily be construed as overweening arro- 
gance. Nobody likes a know-all or smart-aleck, 
and jurymen are sure to sympathize with a 
lawyer who demonstrates that an expert is one 
of these, and vice versa. 


3. TALKING ONESELF OUT 


This is a danger for those who have mastered 
some obscure but fascinating aspect of their 
profession which chances to be a matter for 
expert opinion. A bore loose in court bores 
people as much there as elsewhere. To avoid 
this error, watch the judge and foreman of the 
jury. So long as they are enthralled and fascin- 
ated all is well, but if they seem at all restive 
stop immediately. A cunning cross-examiner will 
egg on this sort of witness into an endless stream 
of tedious observations whose relevance is 
sufficient to be allowed as evidence, but which 
only serves to weary the jury. Eventually the 
judge and jury may overlook valuable evidence 
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from sheer boredom. Brief,* pithy, apposite 
opinion with clear illustrations in simple lan- 
guage is much better than prolonged technical 
lectures. 


4. ANTAGONIZING THE COURT 


There are many ways in which a skilled cross- 
examiner will draw his “learned friend’s” expert 
into dogmatic and sometimes fantastic state- 
ments, A common stratagem is to encourage dis- 
agreement with another expert; this disagree- 
ment may when cleverly handled discredit both. 
Where one disagrees with some established 
point of view, the wise course is to give one’s 
reasons and to admit that other people hold 
different opinions. 

Apart from trapping an expert into dogmatism, 
pomposity or claims to omniscience, there are 
other ways of antagonizing the court. An in- 
audible witness may be held long in conversa- 
tion simply to discredit him because he is so 
wearisome to listen to. Frivolity, which afflicts 
some people when they are nervous, is out of 
place in a court of law and can make a very poor 
impression, A judge and counsel may enjoy a 
little legal joke together, but this does not mean 
that everyone else is free to do so. In court a 
lawyer is on his own ground and is not neces- 
sarily on his best behaviour; the rest of us who 
are visitors should be. 

Losing one’s temper must be avoided. A clever 
counsel will spot an irascible witness and will 
needle him relentlessly once he hears anger . 
creeping in. A short-tempered doctor should 
prepare himself by speaking slowly and thinking, 
and allowing his anger to ride for a little. It is 
much easier to accept such goads cheerfully if 
One remains aware of the spirit in which they 
are being used. The lawyer is giving a display 
of professional skill and it is up to the expert to 
show himself equally skilful and alert. 


SCYLLA AND CHARYBDIS 


Twin dangers confront the medical man in the 
witness box. He may fail to understand the 
lawyer's viewpoint, or he may identify himself 
so closely with the lawyer’s special way of look- 
ing at things that he ceases to give his opinion 
as a doctor. Of these errors the second is the 
more deplorable because there are enough real 
lawyers in a law court without some sham ones 
too. It is no easy thing to steer a middle course. 
It never has been. 

A legal action is a contest held under an 
ancient, complicated and slowly changing set of 
rules. As in boxing there are two contestants, the 
counsel, a referee the judge, and lastly a jury 


*Dr. Maurice Demay reminded me that, as it is against 
the rules for lawyers to ask leading questions, although 
one’s evidence should be brief it should be comprehensive 
enough to include matters that one may wish to elaborate 
lone This nice balance can be gained only from ex- 
perience. 
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who act like the judges who award points in 
boxing and decide who has won. As in boxing 
only certain sorts of_ punches delivered in a 
special way at a particular area of the body score 
points. Just as other punches equally or even 
more effective are forbidden, so in law only 
certain evidence is allowed and it must be given 
in a special way. The judge is there to ensure 
that only this special sort of evidence is avail- 
able to the jury when they make their decision, 
and that the lawyers’ questions are given in such 
a way that the replies of witnesses consist only 
of this evidence. The law attempts to reduce a 
great number of twisted and uncertain happen- 
ings to a series of clear-cut issues about which 
a jury can reach a decision. Lawyers have de- 
voted many centuries to perfecting a reliable 
means of doing this, and we would be very ill- 
advised not to do all we can to assist their 
wonderful invention to work well. 

It is, however, unfortunate that doctors, by 
the very nature of their profession, have been 
trained to proceed in a very different manner. 
The best doctors are those who, from some 
vague hints and hunches, a history possibly 
sketchy and rarely corroborated, a physical ex- 
amination, a few laboratory tests, and some- 
times a psychological examination, can quickly 
make an accurate diagnosis and give the appro- 
priate treatment for that particular patient. It 
matters little to the doctor and nothing to his 
patient that an observer might be unable to 
follow his reasoning. A doctor who tried to 
secure “proof beyond reasonable doubt” would 
have many dead patients on his hands while he 
was pursuing his enquiries. 

Law and medicine are old and honourable 
professions and each takes young men and 
moulds them to its service. It is likely that lawyer 
and doctor will never quite see eye to eye. I 
would be unhappy if my lawyer began to think 
like a doctor, indeed I would take my affairs 
elsewhere. Lawyers* too, I believe, would prefer 
their doctors to think like doctors. However, 
when we doctors are poaching on the lawyers’ 
preserves, out of prudence if not for courtesy 
we should endeavour to narrow our differences 
of thinking. When differences cannot be nar- 
rowed, we must state our views so that judge, 
jury and lawyers can see that they are dealing 
with something about which the medical and 
legal formulations differ so greatly that they 
cannot be made to coincide. 

It is a mistake to disguise such differences be- 
cause it is only by recognizing them that lawyers 
will be able to alos changes in the law in keep- 


*A legal friend who was kind enough to criticize this 
paper made this interesting comment; “You are right in 
thinking that lawyers generally do not think that doctors 
are good witnesses. Most lawyers realize that lawyers as 
witnesses are as bad as or worse than doctors as 
witnesses. To explain that psychologically one would have 
to say that a lawyer has difficulty in being an impartial 
witness when he is used to being an advocate. He over- 
Plays his hand one way or the other almost inevitably 
when in the witness box.” 
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ing with the modern medical knowledge. The 
classical example of these differences between 
law and medicine is the famous Judges’ Rules of 
1843, sometimes called the McNaghten Rules. 
Medicine and law have not yet been able to 
solve this problem to their mutual satisfaction in 
spite of trying very hard for nearly one hundred 
years. It is sometimes said that the questions 
put to medical witnesses are quite simple and 
should give no trouble. Simple they may be, but 
it is the distorting simplicity of a caricature, not 
of grand principle and clear vision. The Judges’ 
Rules of 1848 no longer fit psychiatric knowledge 
of 1955 and no pretence will make them. Indeed 


“it would be surprising and disappointing if we 


had made such scanty progress in one hundred 
and twelve years that they did. Judges and 
lawyers are well aware of this, and respect 
doctors who do not hesitate to point out their 
shortcomings more than those who toady to an 
out-of-date formula simply because it is the best 
we have. It is unfortunate that we have not 
found a better one, but it will never be dis- 
covered unless the need for it is apparent. No 
better my of speeding a fruitful understanding 
between lawyers and doctors has been devised 
than the formation of medico-legal societies, 
where in discussion and friendly meetings the 
two great professions can enquire into their 
differences and discover and develop their areas 
of agreement. 


SUMMARY 


I have discussed some of the snags which at- 
tend those who give medical evidence in law 
courts and suggest that some of them arise from 
failing to study the ways of lawyers, While it is 
unlikely and undesirable that the doctor and the 
lawyer should try to use each other’s very differ- 
ent methods, there is no reason why they should 
not appreciate each other's point of view. Doctors 
in court must be able to describe highly technical 
matters in simple straightforward language. To 
do this, they must prepare adequately and be 
ready for the ways of examining and cross- 
examining counsel. These methods of examina- 
tion, developed over centuries, are designed both 
to elicit information and to show something of a 
witness’s character and reliability. I believe that 
benefit would accrue to both law and medicine 
from a greater mutual understanding and that 
medico-legal societies are a good means of 
achieving this, 

I have had help, useful criticism and needed re- 
assurance from Mr. M. A. MacPherson Jr., of Mac- 


Pherson, Leslie and Tyerman of Regina, Mr. G. V. V. 
Nicholls, Q.C., Editor of the Canadian Bar Review, Dr. 
Maurice Demay of the Saskatchewan Hospital, North 
Battleford, Sask., and Professor D. G. Mackerracher of 
the Department of Psychiatry in the University Medical 
School of the University of Saskatchewan. I wish to 
thank these gentlemen and many necessarily anonymous 
judges, jurymen, counsel and witnesses who have helped 
me to learn a little of these puzzling matters. 
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Clinical and 
laboratory Notes | 


STUDIES ON THE EFFECT OF 
MORPHINE AND RELATED 
COMPOUNDS ON 

BRONCHIAL MUSCLE 


H. S. MITCHELL, M.D. and 
W. R. COOKE, B.Sc., Montreal 


FINK AND AKIyAMa? in 1952 reported that the 
contraction of tracheal muscle as induced by 
acetylcholine .is increased significantly in the 
presence of morphine. Mitchell and Dejong? have 
also shown a potentiating effect of morphine 
upon the acetylcholine response of bronchial 
muscle, 


There is considerable agreement concerning 
the adverse effect of morphine in bronchial 
asthma;* > however, the literature contains con- 
flicting reports concerning the effect of morphine 
on the bronchial musculature of various animals. 
It has been cbserved to produce a relaxation of 
isolated leech muscle,* to produce contractions of 
isolated bronchial muscle strips of cattle® and of 
bronchial rings of rabbits,? and to inhibit the 
action of acetylcholine on isolated leech muscle.® 
Morphine was noted to produce contractions of 
isolated swine bronchial muscle® and of bronchial 
muscle of rats and dogs,’ and to increase the 
action of acetylcholine on isolated leech muscle.” 
Fink and Akiyama’ found that morphine in- 
creased the response of guinea-pig tracheal muscle 
to acetylcholine. This effect of morphine has been 
shown for dog bronchial muscle by Mitchell and 
Dejong.? In continuation of these studies, the 
effect of morphine, Nalline, codeine, Dilaudid 
and demerol has been similarly investigated. 


The chain technique of Castillo and de Beer? was 
employed in all experiments. Preparations of do 
bronchial muscle and rabbit and guinea-pig trachea 
muscle were suspended in a 100 c.c. bath of oxygenated 
Locke solution at_37.5° C., and suitably arranged for 
washings (marked “W” on record). The kymograph 
tracings were made with a lever magnification of 15 
times. The time record (bottom line on tracings) is in 
minutes. 


RESULTS 


The potentiating effect of morphine upon the 
response of prostigminized fresh canine bron- 
chial muscle to acetylcholine, as previously re- 
ported,? was confirmed in several experiments. 
However, it was found that when the refriger- 
ated (20 hours) dog bronchial chain was tested, 
morphine definitely potentiated the effects of 
acetylcholine without previous addition of 
prostigmine (Fig. 1). 
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Fig. 1.—Dog bronchial chain preparation, non-prostig- 
minized, refrigerated 20 hours. Contractions 16, 19 and 22 
are responses to 0.05 mgm. acetylcholine %. The contrac- 
tions 18 and 21 are markedly potentiated when the 
acetylcholine is preceded by 5 mgm. morphine % in each 
case, 


In other similar experiments, the antihistamine 
agent, Benadryl, failed to alter the morphine 
potentiation of acetylcholine in any way. 

The morphine antagonist, Nalline, was also 
found to have a pctentiating effect upon the re- 
sponse of guinea-pig tracheal muscle to acetyl- 
choline comparable to that of morphine. In 
addition, when morphine was also added to 
this system, either before or after the Nalline, 
the latter was found_to have an additive rather 
than an antagonistic action upon the morphine 
potentiation of acetylcholine (Fig. 2). 





Fig. 2.—Guinea-pig tracheal chain preparation. Contrac- 
tions 20, 23 and 27 produced by 0.05 mgm. acetylcholine 
%. Contraction 22 potentiated by 5 mgm. morphine %. 
The addition of 5 mgm. Nalline % (25) to the system 
after 5 mgm. morphine % (24) produced a still greater 
potentiation of the acetylcholine response (26). 


Both codeine and Dilaudid inhibited the re- 
sponse of canine bronchial muscle to acetyl- 
choline. This effect was not obtained on guinea- 
pig tracheal muscle but it was not tested for 
on rabbit tracheal muscle. An example of the 
effect of Dilaudid is shown in Fig. 3. 

Demerol abolished the response of the canine 
and guinea-pig material to both acetylcholine 
and histamine. Demerol was further found to 
relax completely the preparation contracted by 


acetylcholine or histamine (Fig. 4). 
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Fig. 3.—Canine bronchial chain preparation, refrigerated 
24 hours. Contractions 5 and 8 are produced by 0.05 mgm. 
acetylcholine %, and 7 shows the potentiation produced 
by 5 mgm. morphine %. Dilaudid, 1.0 mgm. %, depressed 
contraction 10. Contraction 11 shows a residual effect of 
the Dilaudid. 


CONCLUSIONS 


The results presented herein show that 
morphine possesses a potentiating effect upon 
the response of bronchial muscle from dog, 
rabbit, and guinea-pig to acetylcholine. The 
work of others under similar conditions’? ** ™ 
has shown that morphine possesses an _anti- 
cholinesterase action; since large doses of the 
antihistamine agent, Benadryl, failed to modify 
this effect of morphine, we believe this potentiat- 
ing effect of morphine to be due to its anti- 
cholinesterase property. Nalline, the morphine 
antagonist, does not inhibit this action of mor- 
phine, but rather appears to lead to an additive 
effect. 





Fig. 4.—Guinea-pig tracheal chain preparation. Acetyl- 
choline contraction 22 relaxed by 5 mgm. demerol % at 23. 
In spite of washing, W, the preparation failed to respond 
to 0.25 mgm. histamine % at 24. Contraction 26 produced 


by 0.5 mgm. histamine % relaxed by 0.5 mgm. demerol - 


% at 27. 


It is well known that morphine possesses both 
anticholinesterase’* 1* 1* and histamine-releasing 
actions.’® 1718 Since prior addition of the anti- 
histaminic agent, Benadryl, in high concentra- 
tions failed to prevent the effect of morphine in 
potentiating the response to acetylcholine, the 
histamine-releasing action of morphine does not 
appear to be involved. Wright, Sabine and Dorn"* 
have reported that codeine and Dilaudid exert 
anticholinesterase action, but, unlike morphine, 
both of these agents diminish somewhat the 
acetylcholine concentrations in the isolated bron- 
chial muscle. Why this is so is not clear. Finally, 
demerol antagonizes the acetylcholine effecfs in- 
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duced by both acetylcholine and _ histamine. 
These findings would suggest that the potentia- 
tion by morphine of the acetylcholine contraction 
of the bronchioles is due to its anticholinesterase 
action rather than to any histamine-releasing 
effect of the drug. 

Our results for codeine and Dilaudid, in view 
of the anticholinesterase action of these drugs 
shown by Wright, Sabine and Dorn," are unex- 
plained. 

Our findings for demerol are in accord with 
those for human subjects as shown by Herschfus, 
Salomon and Segal.’® 


COMMENT 5 


It would appear that the use of morphine in 
conditions where bronchospasm exists, or where 
the acetylcholine-cholinesterase relationship is 
impaired, might be dangerous and requires cau- 
tion. Demerol would appear to be the safer drug 
in the treatment of bronchial asthma. 


SUMMARY 


1. Morphine has a potentiating effect upon the 
response of dog, guinea-pig and rabbit bronchial 
muscle to acetylcholine. This effect is thought to 
be due to the anticholinesterase activity of 
morphine. 

2. Nalline has an acetylcholine potentiating 
effect comparable to that of morphine. 

3. Codeine and Dilaudid have an inhibiting 
effect upon the response to acetylcholine. 

4, Demerol] has antihistaminic and anticho- 
linergic properties. 

Grateful acknowledgment is made to Professor K. 
I. Melville, Department of Pharmacology, McGill Uni- 
versity, for valuable advice and assistance. 
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CLINICAL OBSERVATIONS ON 
THE USE OF TITANIUM SALTS 
IN THE TREATMENT OF 
DERMATITIS 


L. P. EREAUX, M.D., Montreal 


THE FINDINGS ARISING from the carefully con- 
trolled experiments described in the paper by 
Kato and Gozsy in this issue represent a funda- 
mental contribution to the understanding of 
endothelial cellular response to topically applied 
therapeutic agents in dermatology. Emphasis in 
their work was centred upon the responses 
elicited on the skin of laboratory animals follow- 
ing the application of various salts of titanium 
carried in several bases. Mixtures of titanium 
derivatives, the salicylate, peroxide, tannate, and 
oxides were employed in the investigation, in- 
corporated in the: standard bases of lanolin and 
petrolatum. The proprietary base, Transder- 
mine,* was found to be a vehicle superior to the 
older types now in common use. 

A three-year period of clinical appraisal of the 
use of titanium salts in both ointment and 
powder preparations has been conducted in our 
offices and on the Dermatological Service at the 
Royal Victoria Hospital in Montreal. 

These preparations have been found to have 
a field of usefulness in a wide variety of skin 
conditions in which inflammatory reactions are 
present. The ointment and powder supplied for 
this investigation is known as Metanium.t 
Metanium ointment and powder are of a smooth 
texture and non-staining to the skin, and their 
use was found acceptable to the majority of pa- 
tients treated in the series. 

Previous removal of detritus and infected ma- 
terials from the affected surfaces enhanced the 
action of these preparations. Further, it was 
noted that application of a thin film yielded 
therapeutic results equivalent to those from the 
more liberal amounts of ointment required when 
employing older standard preparations. 

The Transdermine base is soft and pliable and 
allows free penetration of the active ingredients 
of the ointment. No toxic effects were en- 
countered from accidental ingestion of small 
amounts from the skin surface, and this observa- 
tion reinforces the claims based on laboratory 
animal studies. Large amounts of titanium salts 
were mixed with the diet of laboratory animals 
and no toxic effects were noted; it. was even 
observed that titanium-fed animals improved in 
health. Thus it is felt that accidental ingestion of 
ointment by infants would have no deleterious 
effects. We found the Metanium products to be 
safe therapeutic agents for use by the profession 
at large. 

The use of both ointment and powder was 
undertaken in a variety of inflammatory derma- 


*A triethanolamine base. 
fLeeming Miles Co. 
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tological conditions and was attended by uni- 
formly satisfactory results. Best results were ob- 
tained in the treatment of subacute and chronic 
dermatitis. In seborrhceic dermatitis, with its 
accompanying involvement of skin folds and 
intertriginous areas, both ointment and powder 
accomplished spectacular results, provided that 
cleanliness had first been obtained by compress 
therapy. Mycotic infections were inhibited, 
soothed and controlled under Metanium powder 
and ointment regimens. Hyperhidrosis of feet 
and under-arm areas benefited greatly from the 
healing and astringent action of the powder. 

In the treatment of stasis ulcers, in the sub- 
acute and chronic stages, the use of ointment or 
powder under supportive bandages accelerated 
healing. Atopic dermatitis and other eczematous 
skin reactions arising from industrial and other 
contact agents progressed favourably with its 
use. 

Our report is based on clinical observation of 
some one hundred cases, and while these details 
are to be published at a later date, the investiga- 
tion is continuing. Metanium in our hands is 
proving a promising therapeutic agent, and we 
are now achieving beneficial results in skin 
therapy similar to those obtained by French and 
English dermatologists during the past decade. 





SUBACUTE COMBINED DEGENERATION 
OF THE CORD AND ACHLORHYDRIC 
PERIPHERAL NEUROPATHIES 
WITHOUT ANAEMIA 


Although pernicious anemia and subacute combined 
degeneration usually coexist, either may precede the 
other for a variable length of time. Jewesbury (Lancet, 
2: 307, 1954) describes five cases of subacute combined 
degeneration of the cord with insignificant changes in 
the peripheral blood and with mouse bone marrow. 
The first case showed remission of neurological symptoms 
with vitamin Bz, but a severe relapse occurred a year 
later, accompanied by changes in both peripheral blood 
and marrow. The second case showed only symptoms and 
signs of a mild neuropathy with only slight changes in 
peripheral blood and a normal sternal marrow; complete 
remission of symptoms occurred for three years after the 
patient received vitamin B: and a small amount of B»; 
subsequently the patient developed a megaloblastic bone 
marrow with pernicious anemia and a relapse of the 
neurological condition. In the latter case the pernicious 
anzmia and subacute combined degeneration began to 
develop in a woman aged only 28 though the sternal 
bone marrow showed no abnormality. In three further 
cases of subacute combined degeneration there was 
little or no change in either marrow or peripheral blood. 
In two other patients, peripheral neuropathy was asso- 
ciated with histamine-fast achiorhydria and a normal 
a sage blood count. 

The essential unity of the nameless condition repre- 
sented by a form of peripheral neuropathy with achlor- 
hydria, subacute combined degeneration of the cord, and 
pernicious anzmia needs no emphasis. The common 
underlying factor is believed to be defective absorption 
or utilization of vitamin By. Instead of the terms “sub- 
acute combined degeneration of the cord” and “per- 
nicious anemia,” it might be preferable to designate the 
general condition “vitamin Bz deficiency” with added 
qualifications such as “megaloblastic anemia only” or 
“anzemia with neuropathy” (which might be cerebral, 
spinal or peripheral). 
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Editorials 


THe Eprror RETIRES 





When this issue appears, Dr. H. E. MacDermot 
will have retired from the editorship of the 
Canadian Medical Association Journal, though 
his rich store of information and experience will 
be available to his successor, since he will con- 
tinue to serve as consultant. 

This date marks a change in a relationship 
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which has already lasted for 31 years, Dr. Mac- 
Dermot had the good fortune to begin his as- 
sociation with the Journal under a literary and 
medical giant, the late Dr. A. D. Blackader, a 
man who set at nought our usual concepts of a 
retiring age and made a mark on Canadian medi- 
cal journalism at an age when others had long 
since broken off the battle of life. 

After continued service under the late Dr, A. 
G. Nicholls, Dr. MacDermot succeeded to the 
chair in 1942, no easy time for assuming re- 


_.sponsibility for a national journal, Since then, he 


has successfully guided the Journal through the 
difficult war years and the challenging post-war 
era of unprecedented Canadian development. 

Like many medical journalists, Dr. MacDermot 
has had for many years a deep interest in medi- 
cal history. He has recorded the early history 
of the Canadian Medical Association in a volume 
published in 1935, and has also written of great 
figures and landmarks in Canadian medicine. He 
has long retained a connection with the Montreal 
General Hospital, an institution for which he has 
an abiding affection. 

With his many interests, including an occa- 
sional excursion into the world of fishing, we feel 
sure that Dr. MacDermot’s retirement will be 
enjoyable. If the good wishes of his many friends 
and associates count for anything, it will bring 
him both pleasure and satisfaction. 





SUGAR AND THE TEETH 


The current argument over fluoridation of 
water supplies has rather tended to distract at- 
tention from the alleged role of refined sugar in 
starting and spreading dental caries. However 
difficult it may be to get the public to accept 
fluoridation in the interest of their children’s 
teeth, it is a much easier task than to get them 
to stop their offspring from sucking candies all 
day long. Parents may now erroneously attempt 
to salve their consciences by quoting the results 
of a recent study in the United Kingdom by King 
and his colleagues: on the effects of sugar sup- 
plements on dental caries in children, They car- 
ried out a 2-year study on children in the 2-4 
and 4-14 year age groups in homes in London, 


_ Liverpool and Sheffield, taking three groups: (1) 


a control group on an adequate diet low in sugar; 
(2) a group given extra white sugar at meals 
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(22 oz. a week in the 4-14 year groups); (3) a 
group given extra brown sugar, which has been 
said to be non-cariogenic. 'The observers state 
quite definitely that “relatively great differences 
in the total sugar content of the diets of children 
in institutions had no significant effect on the 
initiation or spread of dental caries in periods 
of 1 to 2 years.” 

But no-one should be misled by this statement 
into imagining that caries and candy are unre- 
lated. A group of Swedish observers? has been 
making carefully controlled studies on inmates 
of a mental institution at Vipeholm since 1946. 
They showed quite clearly that the way to pro- 
duce more caries was to give persons their sugar 
between meals, Evidently the time of contact 
with a sugar solution is the significant factor. 
Quite apart from the fact that the numbers of 
children in the British experiment are small, it 
would be wrong to suppose that its results have 
acquitted sugar of cariogenesis, It is a pity that 
the authors have not mentioned the Swedish 
study, although there is also much other evidence 
incriminating sugar, It is, for example, well 
known that caries rates in children on a wartime 
diet low in sugar were universally lowered; it 
has also been shown in Australia that a group of 
children brought up on a diet free from refined 
sugar have an extraordinarily low caries rate, as 
have diabetic children on a low-carbohydrate 
diet. 

Clements,’ the Australian nutritionist, has re- 
cently made a vigorous attack on the uncon- 
trolled use of sugar in childhood. He quotes 
Aristotle (330 B.C.) and John Locke (1695) as 
anti-sugar men, and suggests that “the high 
esteem and social acclaim of a set of sound 
teeth” are still not adequate to serve as motiva- 
tion for restriction of a substance associated in 
the public mind with rewards, pleasure and oral 
gratification. Discussing the general lack of in- 
terest in the community about dental disease, he 
says: 


“In recent times medical science has extended the 
definition of disease to include many departures from 
normal structure and function which do not endanger 
life; but society's definition seems to be still limited 
to those conditions which, untreated, threaten its con- 
tinued existence. It is this fear which spurs to action the 
great majority of people who seek our advice. Caries, 
particularly uncomplicated caries, is not in this category; 
it evokes no fear to motivate action. 

“The control of dental caries, through restricted and 
controlled sugar intake, in the absence of community 
pressures, has proved more than the majority of the 
population can accept. There is some evidence that it is 
too threatening to the personal liberty and the emo- 
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tional security of the community at large. Already efforts 
are being made to develop more acceptable alternatives 
for the control of caries. The demands for fluoridation of 
water supplies are increasing, and scientists are search- 
ing for an anti-enzyme which can be incorporated into 
confectionery, tooth-paste and what-have-you, on the 
hypothesis that the anti-enzyme would prevent the 
formation of acid from sugar. These are legitimate 
scientific projects; but as alternatives to controlled sugar 
intake they represent the capitulation of the scientist 
oe the public health administrator to community atti- 
udes. 


This sounds like good common sense; possibly 
the most significant phrase is “threatening to the 
personal liberty.” It has been used over many 
public health measures, including fluoridation. 
The scientist has as a major task the discovery 
of the technique of influencing community atti- 
tudes, so that people do not feel their liberty 
threatened every time someone suggests a new 
measure for their benefit. 
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Editorial Comments 


HyYPorHYSECTOMY IN CANCER 


Interest has recently been renewed in the 
effects of hypophysectomy in inoperable cases 
of carcinoma. The suggestion as such is not new, 
the groundwork for use of the method being laid 
in the thirties by Ball and his associates, McEuen, 
Thomson, Kortweg and Thomas. However, it was 
not until recently that better knowledge of fac- 
tors affecting experimental carcinogenesis and 
availability of relatively pure preparations of 
pituitary hormones have made it possible to 
provide experimental evidence for the inhibitory 
effect of hypophysectomy on malignant growth. 
Moon, Simpson and Evans at the University of 
California observed that hypophysectomy in- 
hibits skeletal muscle sarcomas produced by 
methylcholanthrene. Griffin and his associates 
at Stanford University reported complete inhibi- 
tion of liver damage and hepatoma formation due 
to administration of “butter yellow” to rats. 
Studies conducted under the auspices of the 
National Cancer Institute at McGill University 
by Skoryna and Webster demonstrated the in- 
hibitory effect of hypophysectomy on liver 
tumour induction at the stage when changes 
preceding malignant transformation took place. 
It was also shown that restriction of dietary in- 
take, which was originally thought to be respon- 
sible for the inhibition of tumour growth in 
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hypophysectomized animals, does not affect the 
malignancy sufficiently to justify such a con- 
clusion. - . 

First attempts to remove the pituitary in cases 
of inoperable human tumours were undertaken 
by Olivecrona and Luft in Sweden and Paré 
in France. Several cases of definite regression of 
primary and metastatic breast carcinomas were 
observed. A recent report from the Memorial 
Center in New York by Pearson and Ray lists 79 
cases of hypophysectomy performed on patients 
with inoperable carcinomas at various sites. Ob- 
jective improvement was observed in about 50% 
of these cases, the majority being of breast can- 
cer. Postoperative replacement therapy is rela- 
tively simple, Adrenocortical and thyroid extract 
administration was sufficient in the majority of 

cases. 

‘ Accurate interpretation of the inhibitory effect 
of hypophysectomy on malignant growth is 
difficult because of the many unknown factors. 
Two possible mechanisms have been suggested: 
(1) A direct effect produced by removal of the 
hormonal regulation of the target tissue. Al- 
though clinical experience suggests such a 
mechanism, because of the favourable response 
of tumours in organs functionally dependent on 
the pituitary secretion, so far none of the known 
pituitary hormones has been found to restore 
completely the carcinogenic activity in experi- 
mental animals. (2) An indirect effect mediated 
through factors affecting the metabolism of the 
tissue in question. 

Hypophysectomy does not represent the ans- 
wer to the question of treatment of hormone- 
dependent tumours, Long-term studies are 
necessary to assess the usefulness of the pro- 
cedure on a larger scale. The inhibitory effect of 
hypophysectomy is probably only one of the 
many factors affecting the process of carcino- 
genesis. This approach demonstrates the 
changing concept of neoplastic diseases and their 
dependence on various restraining forces in the 
human body. 





HYALURONIDASE IN JOINT DISEASE 


In spite of the frequency and crippling effects 
of disease of the collagenous tissues, and par- 
ticularly of those forms chiefly affecting muscles 
and joints, the pathogenesis remains obscure and 
aspirin remains the drug of choice. 

However, no matter what may be the final 
status of cortisone in the treatment of rheumatic 
disease and other derangements of collagenous 
tissue, the medical profession owes it a debt of 
gratitude, for the introduction of cortisone ther- 
apy has led to an upsurge of interest and of 
methodical investigation in this field.? 2 

It has now been established*:* that the 
arthritides form only a part of a much larger 
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group of clinically unrelated diseases, which are 
characterized by a fundamentally similar type 
of fibrinoid degeneration, involving intercellular 
tissue substance (collagen). Included in this 
group of ailments are rheumatic fever, rheuma- 
toid arthritis, serum sickness, periarteritis 
nodosa, disseminated lupus erythematosus, 
thromboangiitis obliterans, scleroderma, derma- 
tomyositis, and probably also Biirger’s disease, 
Schonlein’s disease, calcinosis, malignant nephro- 
sclerosis and erythema nodosum. 

Collagen is made up of connective tissue cells 
and fibres and of the mesenchymal intercellular 


_ substance (cement or ground substance) in which 
they are embedded, the whole forming a func- 


tional unit. The viscous, highly polymerized 
mucopolysaccharides, hyaluronic acid and chon- 
droitin sulphuric acid, are the principal com- 
ponents of the ground substance, and act as 
substrates for the enzyme group known as 
“hyaluronidase.” Disturbances in the hyaluroni- 
dase-hyaluronic acid system are believed to be 
involved in the pathogenesis of collagen disease. 

Ground substance enters actively into the 
metabolism of the body, through changes in its 
permeability and in its ability to fix ions and 
water. The resistance and permeability of con- 
nective tissue, and the viscosity of synovial fluid, 
are largely dependent on the absolute and rela- 
tive amounts of the mucopolysaccharide acids. 
On the metabolic equilibrium of these acids de- 
pends the functional efficiency of the connective 
tissues: the equilibrium itself depends on the 
influence of endogenous hyaluronidase and, 
probably, of hormones. The effect of hyaluroni- 
dase is to hydrolyse the mucopolysaccharides 
and, by this means, to raise membrane per- 
meability and increase diffusion. 

In joint inflammations the hyaluronic acid 
of the synovial fluid is abnormally increased, 
and to some extent de-polymerized. The level 
of hyaluronic acid is. also raised in infectious 
inflammation and in certain cases of malignant 
disease. There appears to be no corresponding 
increase in hyaluronidase. 

Clinical trial of local hyaluronidase therapy 
in degenerative and inflammatory joint disease 
was initiated by Réssing and Lutterbeck,® of 
Berlin, in the hope that its absorption promoting 
properties might remove joint swelling. The re- 
sults of these trials were very satisfactory in 53 
out of 84 patients, 27 of whom became com- 
pletely free from symptoms. Improvement was 
particularly striking in toxic rheumatoid arthritis, 
acute infectious arthritis and osteoarthritis. 
Rheumatic fever and rheumatoid arthritis re- 
sponded to a less marked and more variable 
degree. 

It would appear that, in part at least, joint 
inflammation is conditioned by local disturb- 
ances in the anabolism and catabolism of the 
hyaluronic acid of the collagen substrate-enzyme 
equilibrium, and that such disturbances may be 
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favourably influenced by the introduction of exo- 
genous hyaluronidase into the reaction-system. 
I.J.P. 
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ROLE OF THE PatTcH TEST IN 
Contact DERMATITIS 


In an excellent article (J.A.M.A., 156: 497, 
1954), prepared by the Committee on Occupa- 
tional Dermatoses of the Council of Industrial 
Health (United States), the problem of the patch 
test in contact dermatitis is dealt with in con- 
siderable detail. 

The patch test is only an aid used in establish- 
ing the cause of contact dermatitis; it does not 
supersede the taking of a detailed clinical 
history, noting the site and type of eruption, and 
following the course of the disease. It is not to 
be used in dermatitis due to primary irritants, 
the cause of approximately 80% of cases of con- 
tact dermatitis. There is no place for the patch 
test in dermatological disorders such as lichen 
planus, pityriasis rosea, or psoriasis. 

The covered patch test is performed by ap- 
plying the properly diluted external agent 
covered by a square of cellophane, which in turn 
is covered by adhesive tape. If a solvent is re- 
quired, a control patch test should be done at 
the same time with solvent alone. The open 
patch test is used for testing vapours, fumes, 
mists or gases. The forearm is exposed to an 
open vessel containing the suspected contami- 
nant for up to one minute. Nail polish, shellac, 
paint and dyes may be painted on and left un- 
covered. The covered patch test and the open 
patch test are called diagnostic patch tests. They 
are to be used only with known contactants in 
the proper dilution, and are to be read in 24, 48 
and 72 hours. The patient must be instructed to 
remove the application if there is any burning or 
itching. At times, with low-grade sensitizers and 
with fabrics or wearing apparel, the test ma- 
terial may have to be left on for a longer period 
of time. Patch tests are most frequently applied 
to the inner arm or forearm, never to the face 
or neck. 

Interpretation of the patch test is most im- 
portant. The test should be read at least 15 
minutes after removal of the tape in order to 
allow the skin to recover from pressure of the 
test substance. False positive reactions occur 
when the patient has generalized dermatitis and 
when primary irritants are used. It should also 
be noted that there must be a history of possible 
or probable exposure to the agent, because a 


positive test may indicate previous sensitization 
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which may have no relationship to the present 
dermatitis. A negative test may be misleading 
for various reasons. These include: (1) inade- 
quate concentration of test material, (2) the de- 
velopment of hyposensitivity, and (8) the failure 
of the appropriate testing agent to elicit a re- 
action at a distant site. It should be remembered 
also that additional physical and chemical 
factors may be necessary to produce a derma- 
titis. 

The basic difference is emphasized between 
cutaneous sensitizers such as cosmetics, peni- 
cillin, dyes and nail polish, and primary 
cutaneous irritants such as kerosene, gasoline 
and strong solutions of acids, bases and solvents. 
The primary cutaneous irritants are never used 
for patch tests. Patch tests are never used on 
patients who have an active or widespread derma- 
titis, because of the markedly increased sensi- 
tivity of the skin to all agents. Similarly, when 
the patient has had a generalized dermatitis, 
very low concentrations of suspected agents 
must be employed. 





LONG-TERM RESULTS OF DISULFIRAM THERAPY 


Delore and his colleagues from Lyons, France, 
have recently published an interesting long-term 
study of treatment of alcoholism with disulfiram 
(Antabuse) (Presse Méd., 63: 569, 1955). Their 
series of 225 cases has a follow-up period of 
from 6 months to 5 years, and their conclusions 
are set out in full. 

They claim favourable results in 30-40% of 
cases, pointing out that a good prognosis is as- 
sociated with a reasonably stable family back- 
ground, Indeed the best results were obtained 
with fathers of large families, subjected to the 
group psychotherapy of their environment. The 
bachelor, the man with an alcoholic companion, 
the psychopath and the man who started heavy 
drinking as an adolescent are least likely to 
benefit. Hospitalization for 15 to 20 days and 
good follow-up by a social worker are essential. 

The psychological effect of a brief stay in hos- 
pital is stressed, Proximity to another alcoholic 
afflicted with advanced cirrhosis of the liver or 
delirium tremens has a more salutary effect than 
any amount of warning. After discharge, Alco- 
holics Anonymous (which in France has the pic- 
turesque name of [association des anciens 
buveurs) has a part to play. Where possible, em- 
ployers should keep treated alcoholics together 
at work. Hospitals should have a detoxication 
service to deal with acute alcoholics. Because 
wives are the chief victims of alcoholism in the 
male, women’s groups should embark on an edu- 
cational campaign among their members. 

Finally, these French workers state that al- 
though disulfiram has not justified initial hopes, 
its value as one element of therapy must not be 
underestimated. 
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COMMONWEALTH CONFERENCE AND ANNUAL MEBTING 


FOREWORD 


During the month of June there have been 
two major medical conferences in Toronto; the 
first was small, intimate and friendly, the second 
was vast, many-sided and all-embracing. The first 
was the British Commonwealth Medical Con- 
ference, in which it was possible for the partici- 
pants within the space of a day or two to establish 
almost a family relationship between themselves 


and in which the problems discussed were com-.. 


prehensible to all those present. The second, the 
conjoint B.M.A.-C.M.A.-O.M.A. meeting, was the 
largest medical convention ever held in Canada 
and probably the largest B.M.A. annual meeting 
ever, Approximately 2,975 Canadian doctors reg- 
istered, together with almost 375 overseas doctors 
and 500 exhibitors, as well as 1,080 wives. At 
this convention it was obviously impossible to 
get to know more than a small fraction of the 
others present, and no-one but the Recording 
Angel could either write down or comprehend 
the whole of the proceedings. 

Yet in their own way each of these conferences 
was a resounding success, as judged by the 
opinions freely expressed by the participants. We 
do not think that Toronto and Canada have fallen 
short in these last two weeks in any way in look- 


British COMMONWEALTH MEDICAL CONFERENCE 


As a curtain-raiser to the B.M.A.-C.M.A.- 
O.M.A, Annual Meeting, the Fourth British 
Commonwealth Medical Conference met at the 
Royal York Hotel, Toronto, on June 14, 15 and 
16. This conference of representatives of national 
medical associations was first created at Saska- 
toon in June 1949 as a prelude to the Annual 
Meeting of the C.M.A., when it was chaired by 
Dr. J. F. C. Anderson and attended by delegates 
from eleven Commonwealth countries. Subse- 
quent meetings were held in Brisbane, Australia, 
in 1950 and in Calcutta in 1952. 

The purpose of the conference is to exchange 
experiences and promote personal relationships 
rather than to make recommendations and _ to 
formulate policies. The pattern of these confer- 
ences has been for representatives of the host 
country to give papers on certain aspects of medi- 
cine of general interest, followed by free dis- 
cussion of the subject as seen from the standpoint 
of representatives of other countries participating. 


This pattern was followed to a certain extent in the 
present conference, of which the President was Dr. T. 
C. Routley, for at most sessions a Canadian speaker 
opened the proceedings, and others commented on or 
Teale his remarks. Thus on Tuesday afternoon, 
June 14, Dr. R. T. Noble of Toronto opened a discussion 
on medical licensure and registration in Canada, out- 


ing after their guests, and we know that many 
will go back to their own countries as ambas- 
sadors of goodwill towards ours. We also imagine 
that these two conferences have started a chain 
reaction of valuable and agreeable contacts which 
will be renewed and extended both in Canada 
and elsewhere in the Commonwealth and the 
United States in the years to come. The most 
unfortunate traffic situation in the United King- 
dom might have been expected to deplete the 
ranks of our British colleagues, but it is a measure 
of their eagerness to visit Canada that the final 
tally exceeded our expectations. The unity and 
accord so universally manifested at these con- 
ferences are symbolized in the person of our own 
Dr. Routley, who now combines the presidencies 
of the British Medical Association and the Cana- 
dian Medical Association. The former is perhaps 
quantitatively the greater honour, but we venture 
to think that the wholehearted appreciation of his 
life’s work by his own people, shown by his 
election to the C.M.A. presidency, is the honour 
which will come nearest to his heart. 


To all who attended these conventions we say: 
You have been given something to remember for 
the rest of your lives. We eagerly await a further 
meeting at Edinburgh in 1959. 


lining very briefly the present system but being careful 
to point out that in addition to scholastic attainments 
there are unwritten requirements for entry to the prac- 
tice of medicine, such as general culture, good manners 
and a conscience. In discussion of his paper, delegates 
showed interest in problems of reciprocity of registration, 
and in designation of physicians as either specialists or 
general practitioners. . 

The President of the C.M.A., Dr. G. F. Strong, opened 
a discussion on rehabilitation, which led to an interesting 
exchange of views. It was stressed that the first priority 
is to rehabilitate those not suffering from progressive 
disease. 

On Thursday morning, June 16, Dr. P. E. Moore of 
Ottawa gave an excellent paper on the care of Eskimos 
and Indians, and the representative from South Africa, 
Dr. A. H. Tonkin, discussed the medical care of native 
populations in his country. In the afternoon Dr. W. R. 
Feasby of Toronto read an informative paper on the 
functions of a regional medical journal, in which he 
said that a contest for the time of medical readers was 
in progress and that regional publications could not ex- 
pect a large share of that time. He then outlined the 
academic, business and departmental aspects of such 
journals. In the second half of the afternoon, Dr. H. E. 
MacDermot of Montreal led a discussion on the ill- 
understood question of the relationship between editor 
and author. 

But Canada did not monopolize the leadership of the 
proceedings. On Tuesday morning, Dr. Hugh Clegg, 
the editor of the British Medical Journal, gave a useful 
summary of some lessons learned from the First World 
Conference on Medical Education held in London, 
England in 19538. No-one was better fitted than Dr. 
Clegg for this task, since he had a large share in the 
organization of the conference. Subsequent discussion 
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kept returning to three points in particular: (1) over- 
production ‘or lack of doctors; (2) selection of students, 
with special reference to intelligence testing; (3) train- 
ing for general practice. a 

On Thursday morning, we were also privileged to 
hear Dr. Angus Macrae, Secretary of the British Medical 
Association, on the very topical subject of public rela- 
tions of the medical profession; Dr. Macrae dealt more 
specifically with the public information aspect of the 
work, rather than with the question of relationship be- 
tween the doctor. and the public. 

To lend variety to the proceedings, it had been the 
happy thought of the organizers of the Conference to 
set aside Wednesday, June 15, for a programme of visits 
and demonstrations, made possible through the courtesy 
of Dr. R. D. Defries, Director of the Connaught Medical 
Research Laboratories and the School of Hygiene, Uni- 
versity of Toronto. After Dr. Defries had outlined the 
work of these two bodies, visitors were conducted suc- 
cessively through the various divisions of the Connaught 
Laboratories, where they saw something of the work 
done in connection with poliomyelitis vaccine, penicillin 
production, insulin, liver extract, ACTH, and somato- 
trophin, as well as studies in environmental hygiene, 
nutrition, epidemiology and bacteriology. At the close of 
this fascinating but exhausting tour, delegates were 
entertained to tea by the Lieutenant-Governor of Ontario 
and Mrs. L. O. Breithaupt in his suite in the Parliament 
Buildings. 

The bonds between the Commonwealth countries 
were further strengthened at a series of luncheons and 
dinners. Dr. T. C. Routley entertained the delegates, 
speakers and guests at luncheon on Tuesday, at which 
Dr. Sidney Smith, President of the University of To- 
ronto, made some witty remarks; the President and 
Fellows of the Academy of Medicine, Toronto, were 
hosts at dinner. 

On Wednesday, the School of Hygiene gave a 
luncheon, and in the late afternoon the party was 
whisked away from Parliament Buildings to a dinner 
given by the President and Board of Directors of the 
Ontario Medical Association. 

Dr. J. A. MacFarlane, Dean of the Faculty of Medi- 
cine, University of Toronto, entertained delegates to 
lunch at Hart House on Thursday, and the Executive 
Committee of the Canadian Medical Association, as- 
sembled on the eve of the meeting of General Council, 
rounded off a full programme with a dinner for dele- 
gates, their ladies and guests, at which a hypomanic 
magician practised his art on some of the innocent 
physicians present. 

In spite of certain travel difficulties in the United 
Kingdom, there was a full muster of delegates. The 
following represented national medical associations: Dr. 
Robert Southby (Australia), Dr. R. T. Bayley (British 
Guiana), Drs. G. F. Strong, H. T. Ewart, C. L. Gass 
and W. Scriver (Canada), Drs. L. O. Abeyeratne and A. 
Nimalasuria (Ceylon), Dr. A. P. Mittra (India), Dr. A. 
McCarthy (Ireland), Mr. R. A. Elliott (New Zealand), 
Dr. S. A. Siddiki (Pakistan), Dr. A. H. Tonkin (South 
Africa), Dr. A. J. Walker Wilkins and Mr. P. Baron 
(Southern Rhodesia), and Drs. I. D. Grant, E. A. Gregg 
and H. A. Clegg (United Kingdom). 





GENERAL CoUNCIL SESSIONS 


The General Council of the Canadian Medi- 
cal Association met on Friday and Saturday, June 
17 and 18, in the Ballroom of the Royal York 
Hotel, under the chairmanship of Dr. Norman 
H. Gosse of Halifax, N.S. As usual, a full report 
of the proceedings will be published in a later 
issue of this Journal. Council was happy to wel- 
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come as observers certain distinguished visitors 
from overseas, including the chairman of Council, 
general secretary and treasurer of the British 
Medical Association, the editor of the British 
Medical Journal, ard the secretaries of other 
overseas medical associations. 


The report of the Executive Committee to Council, 
which was adopted unanimously (Dr. M. C. Harvey 
in the chair), gave the following dates for forthcoming 
Annual Meetings: Quebec, June 11-15, 1956; Regina, 
June 17-21, 1957; Halifax, June 15-19, 1958; Edinburgh 
(conjoint meeting with B.M.A.), July 16-24, 1959; Banff, 
June 13-17, 1960. 

Dates for outstanding Divisional Annual Meetings 
for 1955 are as follows: 

Prince Edward Island, Charlottetown, Aug. 29 and 
80; New Brunswick, St. Andrews, Aug. 31-Sept. 3; Nova 
Scotia, Amherst, Sept. 6-9; Newfoundland, St. John’s, 
Sept. 12-14; British Columbia, Vancouver, Oct. 4-7; 
Alberta, Edmonton, Oct. 10-13; Saskatchewan, Regina, 
Oct. 18-21; Manitoba, Winnipeg, Oct. 24-27. 

Affiliate status was approved by Council in the case 
of the following organizations: Canadian Dermatoldgi- 
cal Association, College of General Practice of Canada, 
Canadian Neurological Society, Canadian Orthopzdic 
Association, Canadian Pediatric Society, Canadian 
Rheumatism Association, Canadian Urological Associa- 
tion, Canadian Association of Medical Record Librarians, 
and Canadian Council for Crippled Children and Adults. 


World Medical Association 


When the section dealing with the World Medical 
Association came up for discussion, Dr. Hugh Clegg, 
the editor of the British Medical Journal, was asked to 
speak and stressed the continued and growing need for 
such an organization to co-ordinate the work of national 
medical associations on a world scale. Members of the 
C.M.A. were again reminded of the need for aid to the 
Canadian Supporting Committee of the W.M.A. Sub- 
scriptions ($10 a year for individuals) would be gladly 
received by the General Secretary of the C.M.A. at 244 
St. George St., Toronto. 


McGill University 


A resolution was approved for transmission to McGill 
University, expressing the thanks of the Association to 
the University for the generous provision for many years 
of accommodation for the staff of the Canadian Medical 
Association Journal. 


Dr. H, E, MacDermot 


A resolution expressing the thanks and appreciation 
of the Association for the services rendered by the be- 
loved and efficient retiring editor of the Canadian Medi- 
cal Association Journal, Dr. H. E. MacDermot, and 
conveying the Association’s good wishes for the future, 
was carried by acclamation. 


Traffic Safety 


In the report of the Committee on Public Health, 
attention was drawn to resolutions passed at the 1954 
Annual Meeting of the American Medical Association 
regarding safety in automobile design, and a recom- 
mendation (approved by Council) was put forward to 
set up a Motor Vehicle Accidents Committee of the 
C.M.A. A special committee of the B.C. Division is al- 
ready investigating eligibility of candidates for drivers’ 
licenses. In discussion, laudatory reference was made to 
the recent Montreal conference on this subject. 


x 
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Public Health Teaching 


The Committee on Public Health expects to be in- 
vited to study the forthcoming report of Dean C. B. 
Stewart of Dalhousie University on the content of courses 
in public health in Canadian medical schools. Dean 
Stewart will first present his findings to the Association 
of Canadian Medical Colleges. 


Poliomyelitis Vaccine 


The Nucleus Committee of the Committee on Public 
Health added to their printed report a note on the polio- 
myelitis vaccination programme in Canada, which they 
described as most impressive, and demonstrating a co- 
operative effort between manufacturers and federal and 
provincial officials at all stages of planning. Although 


the future of the Salk vaccine could not be predicted, ~** 


the Nucleus Committee had nothing but praise for the 
management of the Canadian programme. 


Tisdall Memorial Lecture 


Warm approval was given to the proposal of Messrs. 
Merck and Company to establish a lecture to be given 
every third year in honour of the late Dr. F. F. Tisdall. 
The first Tisdall Memorial Lecture will be given at the 
1956 Annual Meeting in Quebec. 


Hospital Accreditation 


The Canadian representative on the Joint Commission 
on Accreditation of Hospitals, Dr. E. Kirk Lyon, report- 
ing on the commission’s activity, pointed out that the 
objective was not police action but education; all field 
surveyors were specially trained and instructed not only 
to survey each hospital, but also to render every assist- 
ance possible to the medical staffs, hospital superin- 
tendents and Boards of Governors when requested. 


Reporting on the activities of the Committee on Hos- 
pital Service and Accreditation of the C.M.A., Dr. Kirk 
Lyon showed that the publicity campaign undertaken in 
the past year had awakened more interest among Cana- 
dian hospitals in the subject of accreditation. Neverthe- 
less, only a little over one-third of Canadian hospitals 
now carry the stamp of approval of the Joint Commission 
on Accreditation. There is still much apathy on the part 
of hospitals and their medical staff. Where hospitals 
had been surveyed and not approved, responsibility was 
usually divided between the Board of Governors and the 
medical staff. 


Insurance Company Reports 


In connection with the Report of the Committee on 
Economics, Dr. Roy W. Richardson stated that standard, 
simplified s of report to insurance companies for 
sickness and casualty benefits had been drawn up and 
were under discussion with representatives of the Cana- 
dian Life Insurance Officers’ Association. It is expected 
that these forms will be acceptable to the majority of 
insurance companies. 


T.C.M.P. 


Progress in the operations of Trans-Canada Medical 
Plans was reported by the Committee on Economics. One 
new plan, set up in British Columbia, has been accepted 
into membership. The national uniform contract, adopted 
by the Commission in jenny 1955, now provides an 
slesiugetlice arrangement by which national employers of 


labour can give coverage to their employees scattered 


across Canada. The overall increase in membership for 
1954 was 178,000. A contribution by the C.M.A. of 
$4,000 to T.C.M.P. was approved by Council. + 
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C.M.A, Officers 


The following were nominated as officers of the 
C.M.A.: 

President-Elect—Dr. Renaud Lemieux of Quebec. 

Chairman of Council—Dr. N. H. Gosse of Halifax, N.S. 

Hon.-Treasurer—Dr, E. S. Mills of Montreal. 


Executive Committee: 


British Columbia—Dr. F. A. Turnbull 
alternate—Dr. E. W. Boak 
Alberta—Dr. R. M. Parsons 
alternate—Dr. M. A. R. Young 
Saskatchewan—Dr. F. E. Werthenbach 
alternate—Dr. C. L. Tisdale 
Manitoba—Dr. R. W. Richardson 
alternate—Dr. D. L. Scott 
Ontario—Dr. R. M. Mitchell 
Dr. M. O. Klotz 
Dr. J. C. C. Dawson 
alternate—Dr. H. T. Ewart 
Quebec—Dr. G. W. Halpenny 
Dr. W. de M. Scriver 
New Brunswick—Dr. C. L. Gass 
Dr. H. J. M. Rice 
Nova Scotia—Dr. A. G. MacLeod 
alternate—Dr. A. E. Griffin 
Prince Edward Island—Dr. J. W. P. MacMillan 
alternate—Dr. J. A. McMillan 
Newfoundland—Dr. J. A. Walsh 
alternate—Dr. J. A. McNamara 


Intern Training 


Dr. Gilbert Turner, Chairman of the Committee on 
Approval of Hospitals for the Training of Interns, 
brought forward a document entitled “Basis of Approval 
of Hospitals for the Training of Interns in Canada,” 
which was later described by Dr. Kirk Lyon as one of 
the best reports ever brought before Council. This com- 
prehensive document attracted more discussion than any 
other item during the meeting. Various amendments 
were proposed and eventually a resolution was adopted, 
whereby the Committee was requested to study the sug- 
gestions made, and bring the amended document before 
the fall meeting of the C.M.A. Executive Committee. 

Although this action precludes present publication of 
details, it may be said that this report represents a useful 
oe to do a better educational job for the intern in 
Canada, and that it should help in arresting the flow of 
young graduates out of the country, a serious situation 
deplored by more than one speaker. 

The Committee a s that the ideal approved junior 
internship would be a general rotating one of at least 
12 months’ duration, including supervised practice in the 
four major departments of internal medicine, surgery, 
pediatrics and obstetrics. It also believes that hospitals 
approved for intern training should be those fully ac- 
credited by the Joint Commission on Accreditation of 
Hospitals. 


Public Relations 


The Canadian Medical Association has now moved out 
of the field of part-time professional advice on public 
relations and appointed to its full-time staff a public 
relations counsel. The aj»pointment of Mr. L. W. Holmes, 
a graduate of the School of Journalism, University of 
Western Ontario, as assistant secretary to co-ordinate 
public relations activities was approved by Council, who 
also expressed their appreciation of the services rendered 
in the past by the firm of Public and Industrial Rela- 
tions, Toronto. 

The report of the Committee on Public Relations also 
dealt with such topics as a draft guide to physicians on 
press interviews, and the sponsorship of open and closed- 
circuit television programmes. 
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In discussion it was suggested that the Committee on 
Public Relations frame a press code covering in particular 
the giving of information about patients to the press in 
such cases as suicide and accidents. It was also sug- 
gested that the Committee study the question of the 
control of doctors in small hospitals without a medically 
qualified superintendent. 


Rehabilitation 


The report of the Committee on Rehabilitation con- 
tained a summary of the proceedings of the Rehabilita- 
tion Conference called on February 18 and 19, 1955, and 
of the major developments in Canada in rehabilitation 
during the last ten years. It also contained the Canadian 
Medical Association Statement on Rehabilitation, which 
will be printed in full in a later issue. In this statement, 
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the C.M.A. recognizes that prim ry res nsibility for 
rehabilitation is a medical one, and an e importance 
of fostering a favourable attitude in the patient towards 
_ recovery. It considers that in every Canadian community 


the resources of physical medicine and rehabilitation 
should be available, either in a department of a general 
hospital or in a rehabilitation centre, 

The need for education of doctors in rehabilitation is 
stressed; to this end, rehabilitation teaching units should 
be developed in teaching hospitals or in separate re- 
habilitation centres, for the training not only of doctors 
but also of ancillary workers. Provisign of such units at 
teaching hospitals is considered urgent. The economic 
gain of rehabilitation, and the need for separate accom- 
modation for the permanently disabled and for active re- 
habilitation centres, are also emphasized. 
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INSTALLATION OF B.M.A. PRESIDENT 


On Monday eveuing, June 20, before a dis- 
tinguished gathering of about 2,000 persons, Dr. 
T. Clarence Routley was installed as President of 
the British Medical Association, The platform 
party, which included officers of the B.M.A., 
C.M.A. and O.M.A., entered the Concert Hall 
of the Royal York Hotel to the strains of “The 
Road to the Isles,” and the Adjourned 123rd An- 
nual General Meeting of the B.M.A., which began 
in London, England, on June 4, recommenced 
with the presentation of the Toronto banner by 
Dr. G. F. Strong (a Vancouver man! ) to Sir John 
McNee, The banner with the city arms on it will 
hang in the Great Hall of B.M.A, House, London, 
and replace the one presented in 1906 and now 
somewhat timeworn. 

Sir John McNee then installed his successor, 
Dr. T. C. Routley, as President of the British 
Medical Association by transferring the chain 
of office, a manipulation requiring some dexterity, 
and Lady McNee invested Mrs. T. C. Routley 
with the President’s Lady’s Badge, a handsome 
jewelled pendant. 

Delegates from kindred and affiliated associa- 
tions and representatives of B.M.A. branches out- 
side the United Kingdom and Canada were then 
presented to the President. It was gratifying to 
see among these a strong representation from the 
American Medical Association, including the 
President, Dr. Elmer Hess, the General Secretary, 
Dr. George Lull, and. the Editor, Dr. Austin 
Smith. The World Medical Association, for which 
Dr. Routley has done so much, was represented 
by the Executive Secretary, Dr. L. H. Bauer. 


In rising to give his presidential address, Dr. Routley 
said that Tecaiuen of the heat and humidity he would 
present only a shortened 25-minute version of the 
original, which would have taken 1 hour 23 minutes to 
read and could in any case be found in the current issue 
of the British Medical Journal. After welcoming the 
guests by repeating an old Indian greeting used in the 


last Toronto meeting in 1906, the speaker said that he 
regarded the presidency as an honour shared with all 
the members of the C.M.A. He then gave an interesting 
review of certain historical developments linking the 
Montreal meeting of 1897, at which Lister was an 
honoured guest, the Toronto meeting of 1906, the 
Winnipeg meeting of 1930 and the present meeting, 
pointing out that the four events might be put in per- 
spective by relating them to events in the life of Sir 
Winston Churchill. , 

After some well-chosen references to the delicate 
matter of the relation of the medical profession to the 
State, Dr. Routley passed to international medicine, 
emphasizing the a for support to the World Health 
Organization and to the World Medical Association. 


Dr. Ian D. Grant of Glasgow, Chairman of 
the Representative Body of the British Medical 
Association, who was present at the 1930 meet- 
ing at Winnipeg, thanked Dr. Routley for his 
address and left a significant thought with the 
audience. He said that, if at some future date 
Canada should be faced with the task of organiz- 
ing some type of national health service, it was 
his sincere wish that the foundations should be 
laid by medical men and not by votecatching 
politicians. 

And so the meeting came to an end, and Dr. 
and Mrs. Routley took up their stance in the 
foyer with Sir John and Lady McNee to shake 
hands with the never-ending file of guests eager 
to congratulate the new President and his lady 
on their well-deserved honour. 





OntTaARIO Day 


Tuesday, June 21, was Ontario Day, and the 
Ontario Medical Association certainly made very 
good use of their time in putting on an excellent 
iunch and dinner. The luncheon was chaired by 
Dr. R. M. Mitchell, and the Hon. Mackinnon 
Phillips, Minister of Health, read a telegram from 
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Premier Leslie Frost sending good wishes and 
regretting his inability to attend. The principal 
speaker was Dr. A. B..B. Moore, D.D., Principal 
of Victoria University, Toronto, since 1950, who 
in a witty presentation extolled the virtues of 
Ontario and sketched the history of education in 
that province. 

At dinner, with 56 persons at the head table, 
honorary memberships were conferred on four 
physicians, including Dr, J. T. Phair, the Deputy 
Minister of Health, and the T. C, Routley Shield 
was presented by its donor to the Thunder Bay 
Medical Society, which won the trophy for the 
third time in succession as the most active branch 


of the O.M.A. The incoming president, Dr. Max -- 


Klotz of Ottawa, was installed by his predecessor, 
Dr, R. M. Morrison, and won great applause for 
not giving an address, The evening ended with 
a square dance in which those who had not 
wilted with the heat joined enthusiastically. 





ANNUAL GENERAL MEETING — C.M.A. 


The Annual General Meeting of the Canadian 
Medical Association and the installation of the 
President took place in the Concert Hall of the 
Royal York Hotel on Wednesday evening, June 
22. The platform party contained not only officers 
of the C.M.A., B.M.A. and O.M.A, but also 
fraternal delegates from Pakistan, India, South 
Africa, Southern Rhodesia, Australia, New Zea- 
land, Ceylon, Ireland; Malta, British Guiana and 
Trinidad, all of whom were introduced to the 
company. 


After an invocation by the Rev. C. Andrew Lawson, 
the outgoing President, Dr. G. F. Strong, made a few 
brief remarks and senior memberships were then con- 
ferred on five members who were present and six others 
in absentia. Those present were: Dr. W. T. Connell and 
Dr. E. G. Turnbull, Ontario; Dr. George Hall, Quebec; 
Dr. W. L. Muir, Nova Scotia; and Dr. J. A. MacPhee, 
Prince Edward Island. The others were: Dr. H. H. 
Murphy, British Columbia; Dr. Richard R. Procter, 
Alberta; Dr. D. S. Johnstone, Saskatchewan; Dr. F. T. 
Cadham, Manitoba; Dr. A. R. Landry, New Brunswick; 
and Dr. D. G. Jamieson, Newfoundland. 

A brief business session followed at which the amend- 
ments to the By-laws, already published in this Journal 
on May 15 and June 1 and approved by Council, were 
adopted on a resolution proposed by Dr. Roy Richard- 
son and seconded by Dr. E. Kirk Lyon. The President, 
Dr. T. C. Routley, was then invested by his predecessor 
with the chain of office. Explaining to the company that 
it was not customary for the President of the C.M.A. 
to = a long address on his installation, Dr. Routley 
confined himself to expressing his thanks to those who 
had made this convention an outstanding success and 
pledging himself and his wife to the service of the 
C.M.A. and Canadian medicine in general throughout 
the coming year. He said that the C.M.A., now in its 
89th year, had carved out for itself a useful place in the 
life of Canada. He also said that the Association should 
not let itself be discouraged by criticism, often founded 
on misunderstanding of its motives, provided that such 
criticism was objective and fair. He then presented the 
Past President’s badge to Dr. Strong, whom he referred 
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to as a transplanted flower, alluding of course to Dr. 
Strong’s coming to Canada from the U.S.A. 31 years 
ago. 

A charming and moving ceremony then followed, at 
which the retiring editor of this journal, Dr. H. E. 
MacDermot, received a high-fidelity radio-phonograph 
as a token of the esteem and affection in which he is 
held by all the members of the C.M.A. Dr. Norman 
Gosse, Chairman of Council, in presenting Dr. Mac- 
Dermot, paid him a great tribute and said that Dr. 
MacDermot had never been known to be less than 
kind in his dealings with other people. Dr. MacDermot 
replied suitably, modestly and briefly. 

The meeting then adjourned, and the President’s re- 
ception and dancing followed. 





SPEECH BY THE Hon. Paut MARTIN 


The Association luncheon on Thursday, June 
23, was chaired by Dr. Routley and the guest 
speaker was the Hon. Paul Martin, Minister of 
National Health and Welfare. Mr. Martin made 
a significant and thought-provoking speech, the 
most important part of which concerned the 
social and economic aspects of the provision of 
medical care. This speech was of such importance 
that we will be printing it complete in the July 
15 issue. All readers are urged to study it when 
it appears. 





Honorary DEGREES 


At a convocation on Friday, June 17, the Uni- 
versity of Toronto honoured the following six 
participants in the B.M.A.-C.M.A.-O.M.A, An- 
nual Meeting with the degree of Doctor of 
Laws: Professor Stanley Graham, Professor 
of Peediatrics, Glasgow; Dr. E. A. Gregg, 
Chairman of Council, B.M.A.; Sir John McNee, 
President of the 3B.M.A., 1954-55; Dr. T. C. 
Routley, President of the B.M.A. and C.M.A., 
1955-56 (honoured by his alma mater exactly 
40 years after graduation); Dr, G. F. Strong, 
President of the C.M.A., 1954-55; Dr. W. P. 
Warner, Director-General of Treatment Services 
in the Department of Veterans Affairs. 

At the degree ceremony, Dr. R. F. Farqu- 
harson stated that the Canadian Medical Asso- 
ciation had been changed from an almost 
moribund association into a vigorous and influ- 
ential body by Dr. Routley’s great executive 
ability and skill in organization. 





Honour FOR SiR HENRY DALE 


At an Association luncheon on Monday, June 
20, presided over by Mr. W. A. Leslie, President 
of the Canadian Pharmaceutical Manufacturers’ 
Association, the Medal of Honour of the Associa- 
tion was presented to Sir Henry Dale for his 
services to pharmacology. 
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MEDICAL EXHIBITS 


Physicians attending the Conjoint Annual 
Meeting of the three associations were given an 
unrivalled opportunity to see and learn of the 
most up-to-date pharmaceutical products, medi- 
cal publications, instruments, equipment and 
food products. With the co-operation of the 
Medical Exhibitors Association of Canada the 
most extensive display ever arranged in this 
country was assembled in the Royal York Hotel 
during the Convention Week. Representatives of 
over 100 leading firms were present to provide 
physicians with detailed information about their 
products and services. 

That members of the associations appreciated 
this display was evident from the attendance at 
the booths. The exhibition of these newest aids 
to the medical profession has come to be an 
essential part of a meeting programme, and the 
Canadian Medical Association is grateful for this 
opportunity to express its gratitude to the ex- 
hibitors for their outstanding contribution to this, 
the largest medical convention yet held in 
Canada. 





SCIENTIFIC EXHIBITS 


At a convention so packed with instruction— 
and recreation—it is difficult to choose subjects on 
which to comment, but the scientific exhibits 
formed a group which may well receive a 
separate note, They were not too many to permit 
of survey in a reasonable time, and they cer- 
tainly included a wide variety. 


One aspect immediately apparent was the amount of 
material presented. If it is difficult to compress material 
in writing a paper, how much more so is it to present 
it visually within only a few square feet. On the whole 
those exhibits (allowing for personal preference) seemed 
most effective in which only a few illustrations were 
shown. The most striking example perhaps was the collec- 
tion of radiographs illustrating bony abnormalities at the 
cranio-vertebral junction. This apparent backwater of 
radiology brought out the value of x-ray examination of 
the base of the skull and upper vertebrz in cases which 
had been consigned too superficially to the shadows of 
multiple sclerosis. 

Another impressive exhibit was that on teamwork 
in the rehabilitation of cleft palate patients. Here the 
photographer demonstrated to the full the dramatic 
element in pictures taken before and after the surgical 
treatment of cleft palate. 

The intense interest attending the Salk vaccine and 
poliomyelitis naturally added greatly to the displays in 
this department. There were two exhibits on this: one 


showing the preparation of the vaccine at the Con- 
naught Laboratories, and the other the isolation of polio- 
myelitis and other viruses by tissue culture. One gained 
some idea of the care and labour required in the prepa- 
ration of the vaccine; the extreme complexity of the 
media for the culture of the virus—the medium known 
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as 199 was evolved in the Connaught Laboratories; the 
various steps in the preparation of the kidneys including 
the rather curious fact that no better method has yet 
been found for the shredding of the kidney than the 
laborious mincing by hand; and all the scrupulously ob- 
served minutiz in the control of the final product. The 
second exhibit showed very attractively the technique 
of tissue culture and its great value in isolating and 
identifying viruses. 

The effects of alpha-tocopherol on peripheral vascular 
conditions were illustrated in dramatic colour repre- 
sentations of conditions before and after administration. 

Cancer of the breast was the subject of a large dis- 
play prepared by the Royal Marsden Hospital, London. 
Perhaps there never can be too much reiteration of the 
enormous value of early diagnosis. In addition to this 
aspect, the display dealt effectively with the increase in 
breast cancer, its natural history and the place of 
adrenalectomy in its palliation. 

The exhibit on fetal and neonatal morbidity and 
mortality from the Hospital for Sick Children, Toronto, 
was another example of well arranged material, in sta- 
tistical form. The Department of National Health and 
Welfare had an arresting presentation in colour on its 
public health services and showed an impressive collec- 
tion of its publications for public health instruction. 
Another government department, that of National De- 
fence, gave a glimpse of the medical activities of the 
Royal Canadian Air Force. 

A reminder of the continuous, painstaking work being 
done for crippled children was seen in the display by 
model of the special equipment for those with cerebral 
palsy; this was prepared by the Junior League of To- 
ronto, Craft Group. 

Controlled hypotension in general surgery; cardio- 
vascular-renal mortality in Western countries; surgical 
emergencies in the newborn; sensitivity to products of 
bacteria; prognostic value of life insurance investiga- 
tions, were the titles of other subjects in this extremely 
interesting group. ; 





RELIGIOUS SERVICES 


It is customary for the British Medical Associa- 
tion to hold a Catholic and a Protestant religious 
service in connection with the Annual Meeting. 
These services are traditionally preceded by a 
procession of participants in the Meeting in 
academic robes, but on this occasion the proces- 
sions were omitted. 


Protestant 


The Protestant service was held in St. James 
Cathedral on Sunday, June 19, at 3 p.m., and 
the order of service was arranged by the Federa- 
tion of Medical Women of Canada. 

A vast crowd of worshippers assembled to hear 
Drs. Routley and Gregg read the Lessons and the 
Coadjutor Bishop of Toronto, the Right Reverend 
F. H. Wilkinson, preach.. 
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Roman Catholic 


Solemn Vespers and Benediction was held on 
Sunday, June 19, for the delegates to the British 
Medical Association “in St. Michael’s Roman 
Catholic Cathedral, The Schola Cantorum of 150 
voices under Monsignor Ronan rendered most 
inspiring cathedral music. The services, presided 
over by Monsignor Fulton, the Chancellor of the 
Diocese, were brought to a close by the render- 
ing of the British National Anthem by the boys’ 
choir, the congregation joining in, led by Mon- 
signor Ronan. Our British guests were emphatic 
in their praise for the choir, many adding that 
they had never been more thrilled by sacred 
music, and the 
memories of the occasion which would long 
endure. 





Puysicians ArT SALON 


Interesting evidence that an increasing number 
of physicians employ their leisure time creatively 
was provided by the Physicians’ Art Salon—a 
stimulating exhibition of paintings and photo- 
graphy by Canadian doctors, and viewed at the 
Royal York Hotel during the B.M.A.-C.M.A.- 
O.M.A. Conjoint Meeting. 

The Salon, always held in conjunction with the 
Canadian Medical Association annual meetings, 
is governed by rules formed by a committee of 
physicians appointed by the C.M.A., and is open 
to all physicians, interns and medical students 
resident in Canada within the year of the show. 
It is sponsored by the pharmaceutical manufac- 
turing firm of Frank W. Horner Limited. 

The exhibition is divided into three sections: 
fine art, monochrome photography and colour 
photography, with further subdivisions of fine 
art into traditional, contemporary and portrait 
sections. 

The 1955 award winners are as follows: 


FINE ART 

Traditional.—1st prize, Evelyn Gee, Tranquille, B.C.; 
2nd prize, T. E. Brown, Lethbridge, Alta. Awards: J. 
B. MclIlraith, Toronto; G. S. Base, Montreal; F. R. Scott, 
Toronto; G. H. Booth, Agassiz, B.C.; G. V. Emond, 
Montreal; J. R. Ross, Toronto; R. F. Ross, Truro, N.S. 

Portrait.—_lst prize, H. G. Ross, Westmount, Que.; 
2nd prize, J. M. Cordeau, Outremont, Que. Awards: H. 
G. Ross, Westmount, Que.; W. J. Hart, East Kildonan, 
Man.; Paul Lariviére, Montreal; Ann Curtin, Toronto; 
G. H. Agnew, Toronto. 

Contemporary.—Ist prize, Ella Evans, West Van- 
couver; 2nd prize, G. H. Booth, Agassiz, B.C. Awards: 
E. R. Rafuse, St. James, Man.; John Parnell, Vancouver; 
J. M. Cordeau, Outremont, Que. 


MONOCHROME PHOTOGRAPHY 


lst prize, G. H. Valentine, St. Thomas, Ont.; 2nd 
prize, C. R. Scriver, Westmount, Que. Awards: J. D. 
Bricker, Toronto; Gilles Marion, Ottawa; G. H. Valen- 
tine, St. Thomas, Ont. 


CoLour TRANSPARENCIES 


lst prize, W. K. Blair, Oshawa, Ont.; 2nd prize, C. 
R. Scriver, Westmount, Que.; 3rd prize, G. T. Ross, 


would bring home to Britain -. 
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North Bay, Ont. Awards: B. E. Burton, Toronto; J. A. 
Davies, Windsor, Ont.; Robert Favreau, Montreal; J. E. 
Fox, Montreal (two awards); H. H. Gilbert, Arvida, 
Que.; R. E. Ives, Stayner, Ont.; A. K. Moffat, Peter- 
borough, Ont.; C. R. Scriver, Westmount, Que.; O. A. 
Vanner, Halifax. 

This year a special ten-year award was given to phy- 
sicians who have shown the most progress in the last 
ten years. Dr. W. K. Blair of Oshawa gained the award 
in the black and white photography section, and Dr. 
W. J. Hart of East Kildonan, Man., was winner in the 
fine art section. 





THE MEDICAL JOURNALISTS’ CONFERENCE 


The third Medical Journalists’ Conference was 
held on Tuesday, June 21, at 244 St. George 
Street, Toronto. Only careful organization per- 
mitted of fitting this conference into the closely 
packed programme of the combined annual meet- 
ing, and it must have been gratifying to Dr. 
W. R. Feasby, the active director of proceedings, 
to note how many had come together in the in- 
terests of medical journalism. 

The two speakers were Drs. Hugh Clegg and 
H, E. MacDermot, editors of the British Medical 
Journal and the Canadian Medical Association 
Journal respectively. The audience included 
editors of both provincial and special publica- 
tions, with one or two undergraduate journals. 


Dr. MacDermot, as the opening speaker, dealt with 
some of the ever-recurring difficulties of writing. Many 
guides are provided for the writer of technical papers, 
but still we are confronted with much poor writing. 
Learning to write must be a prolonged labour and must 
come from more than one source. Editors are not 
teachers; their function is to prepare material submitted 
to them, but they can help a great deal by pointing 
out errors. Some points in the preparation of papers were 
dealt with. The title should always be carefully thought 
out, and as short as possible. It Should be capable of 
being indexed; vague titles might mean the burial of a 
paper beyond recall. 

The opening sentence of the paper also deserved 
special attention. After that, of course, the writer was in 
open country, and the speaker gave instances of some 
of the commoner mistakes and solecisms. 

Dr. Clegg picked out a few miscellaneous subjects. 
He spoke of the early history of the B.M.J., and de- 
scribed how closely related the growth of the British 
Medical Association was to the development of its 
Journal, and this gave point at once to the indispensable 
effects of journalism on our medical organization. On the 
other hand, if a journal was to serve as the mouthpiece 
of an organization, it made it all the more necessary 
that it should reflect the views of its proprietor. To some 
extent the editor of a national journal, or one sponsored 
by any group, must be subservient to these views, for 
he cannot act independently of them. 

At least one function of the editor was to protect the 
reader, and therefore he must at times refuse papers. To 
say “No” was an extremely important part of his duty. 
Authors were often annoyed by the refusal, but in most 
cases frank explanation of the reasons for it should settle 
the matter. So far as the correcting of papers was con- 
cerned, it was his experience that this was resented only 
by the rer writers. The more experienced were only 
too glad to acknowledge the need for editing. 

Dr. Clegg spoke too of the criticism made of his 
journal at times that it dealt with subjects not of interest 
to the particular critic, especially in regard to highly 
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technical material. But this was something that a general 
journal could not avoid. In the case of the B.M.J., its 
audience was so far-flung that it must at least try to 
satisfy those whose interests might be quite different 
from those in Great Britain. 

The conference then formed a panel, with Dr. D. 
Piercey, editor of the Canadian Hospital, as chairman, 
and Dr. Wesley Dunn, editor of the Canadian Dental 
Association Journal, as the two opening speakers. Ques- 
tions from the floor included: how to stimulate cor- 
respondence in a journal, an admittedly difficult matter 
on this side of the Atlantic. How should a journal deal 
with advertising of such things as contraceptive devices, 
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alcohol and tobacco? This brought out the difficulties 
from the religious point of view as well as the personal 
views of subscribers to journals. How can a’ jo 
format be made attractive? 


The meeting then adjourned to visit the new 
— plant of Murray Printing & Gravure 
Ltd. where a luncheon of most satisfying propor- 
tions was provided, A tour was made of the plant 
and the members of the conference were given 
an. idea of the large volume of work handled by 
the company under most modern conditions. 





SOCIAL 
Civic RECEPTION 


On Saturday evening, June 18, the City of 
Toronto gave an informal reception in the Con- 
cert Hall of the Roya! York Hotel for participants 
in the Conjoint Annual Meeting. The Mayor of 
Toronto, Mr, Nathan Phillips, was introduced by 
Dr. Routley and welcomed the visitors to Toronto 
in a speech in which he emphasized the growing 
importance of this city as a centre of medical 
teaching and research. 

This was followed by an hour’s programme 
of music by the Hart House Orchestra, con- 
ducted by Dr. Boyd Neel. Dr. Boyd Neel was 
formerly a general practitioner in London, Eng- 
land, and abandoned medicine after World War 
II to develop a small orchestra which attained 
international fame as the Boyd Neel Orchestra. 
He is now head of the Royal Conservatory of 
Toronto and has this year formed a small or- 
chestra of high calibre to perform music chiefly 
of the 17th and 18th centuries. The programme 
given on this occasion was extremely well 
chosen, consisting of pieces by Bach, Mozart, 
Peter Warlock, Holst and Arne. The Kleine 
Nachtmusik of Mozart and the St. Paul’s Suite 
by Holst, which ends with a delightful combina- 
tion of “Greensleeves” and a jig, were particularly 
well received. 

Our thanks are due to the Mayor and Council 
of Toronto for their kindness in arranging this 
reception and to Dr. Boyd Neel and his 13 ex- 
cellent players for a unique entertainment. 





SUPPER AT EATON HALL 


By the evening of Friday, June 17, some 70 
members of the B.M.A. had registered and were 
able to accompany members of Council and of 
the British Commonwealth Conference on a de- 
lightful excursion through the Ontario country- 
side to Eaton Hall, where they were graciously 
received by Lady Eaton and given a remarkably 
fine buffet supper on the terraces overlooking the 


EVENTS 


lake, The guests were later entertained by a dis- 
play of fireworks over the lake. 

For some of the party, however, the fireworks 
may be said to have begun on the outgoing 
journey. Some imp of mischief prompted the 
drivers of the buses to take the worst possible 
route to Eaton Hall, so that a cavalcade which 
had begun in triumph with police outriders and 
a disregard of red lights gradually degenerated 
into a desert caravan, bumping its way throu 
a heavy cloud of dust and finally refusing to take 
a steep hill until the loads had been lightened. 
To add to the confusion, one bus came to rest 
at an angle of 45 degrees in a ditch, fortunately 
without harm to the occupants. 





FEDERATION OF MEDICAL WOMEN OF CANADA 


The annual dinner of the Federation of Medi- 
cal Women of Canada was held on Tuesday, 
June 21, at the Old Mill restaurant, Toronto, and 
was attended by an exceptionally large number 
of physicians, including a number of medical 
women from the U.K. Dr. R. E. Willits of Van- 
couver was in the chair and Dr. Marion Hilliard 
of Toronto was installed as the new president. 
Senior membership was conferred on Dr. Edna 
Guest and Dr, Hannington. The guest speaker 
of the evening was Dr. Mary Jackson, a gradu- 
ate from Birmingham, England, who had prac- 
tised for many years in Alberta. She described 
her experiences in northern Alberta in the days 
when communications were poor and conditions 
difficult. 





MAIMONIDES MEDICAL SOCIETY OF ONTARIO 


The Minister of Health for Ontario, Dr. Mac- 
kinnon Phillips, addressed a gathering of over 
250 Jewish physicians and their wives, who had 
as their guests their Jewish colleagues from over- 
seas attending the B.M.A.-C.M.A.-O.M.A. con- 
vention at Toronto, at the annual dinner of the 
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Maimonides Medical Society of Ontario held in 
the Roof Garden of the Royal York Hotel on 
Wednesday, June 22. - 


In speaking on “Changing Trends in Medical Practice” 
the Minister pointed out, among other things, that the 
aims and purposes of the society itself showed a chang- 
ing trend, inasmuch as its purposes and objects differed 
greatly from other medical groups, being an organization 
of doctors who aimed at helping themselves education- 
ally, socially and economically so that they could be of 

etter service to their patients in these changing and 
perplexing times. 

He also stressed that with the increase in the aging 
population, the medical doctor must identify himself 
more and more with their social and environmental 


changes, since not all the medical problems of the aged ~ 


stemmed from arteriosclerotic changes. 


The health problems created by soil depletion and 
loss of chemical contents, resulting in agricultural 
products which lacked enough vitamins and mineral con- 
tents for proper dietary requirements, was a problem 
for the doctor of the future. 

For better service to his patients and to gain more 
leisure time for the doctor, the Minister felt that group 
practice was the probable answer, in co-operation with 
emergency call-answering services. This would in time 
bring back more and more a semblance of the “old-time 
doctor and patient relationships” for which there was a 
great need at present because of over-specialization in 
medical practice. 

He also touched on the subject of hospitalization 
needs, and the rehabilitation of the crippled and 
mentally ill, pointing out changing trends in the phy- 
sician’s role in the solution of this problem in the future. 





B.M.A. ANNUAL DINNER 


The Annual Dinner of the British Medical 
Association took place in the Royal York Hotel 
on Thursday, June 23, The large attendance com- 
pelled the use of the ballroom as well as the 
concert hall, It is fairly certain that no annual 
dinner in the history of the Association has ever 
been served to so great a number of members 
and guests; the Royal York chefs rose to the occa- 
sion magnificently. 


The toast of the B.M.A. and its President was pro- 
posed by the Hon. Paul Martin, Minister of National 
Health and Welfare, who conveyed the greetings of the 
Prime Minister of Canada, Mr. St. Laurent, and said that 
it was a great historical moment for Canadians in general 
to see Dr. Routley become President of the Association 
in one of the middle chapters of his life. In his reply 
the President, Dr. Routley, referred to his class, the class 
of 1915 of the University of Toronto, which was well 
represented at the dinner. He told of his first connection 
with a B.M.A. annual meeting, As a young actuarial 
assistant in 1906 he audited the accounts of the last 
meeting in Toronto for a fee of 75c. In recalling his 
later connection with the B.M.A. he paid a tribute to a 
former Secretary, Dr. Alfred Cox, with whom he had 
many pleasant associations. 

A musical interlude then followed, in which Mr. Jan 
Simons, baritone, sang several English ballads. 

The Class of 1915 presented a silver tray to Dr. 
Routley, after which Dr. Gregg proposed the toast of the 
guests and was enthusiastic in his praise of Toronto and 
its university. 
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In welcoming to the dinner the Treasurer, the Gen- 
eral Secretary and a Past President of the American 
Medical Association, Dr. Gregg said that he would be 
very happy to see an extension of the Commonwealth 
Conference to include the U.S.A. in an English-speakin 
medical conference. The toast of the guests was repli 
to by Dr. Sidney Smith in a characteristically witty and 
stimulating address, in which he said that science with- 
out humanism might work with the atom but would 
not work with man. A reply was also made by Dr. A. J. 
Walker Wilkins, President of the Medical Association of 
Southern Rhodesia, who made some reference to organ- 
ized medicine in his own country and hoped that Dr. 
Routley would some day be able to visit it. 





CHRISTIAN MEDICAL FELLOWSHIP BREAKFAST 


The Christian Medical Fellowship Breakfast 
was held on Thursday morning, June 23, in the 
Palm Court of the Royal York Hotel. Dr. T. C.. 
Routley was in the chair and the speaker was 
Dr. John R. Brobeck, Professor of Physiology in 
the University of Pennsylvania. Dr, Brobeck 
spoke on the relationship of modern science to 
the miracles of the Bible, and stressed the pres- 
ent-day attitude of the scientist that a miracle 
was improbable rather than impossible. He re- 
ferred to a source of energy beyond that known 
to scientists as physical energy, and felt that a 
combination of the two might account for some 
Biblical phenomena. 





ExcursION TO NIAGARA FALLS 


Through the courtesy of the Hydro-Electric 
Power Commission of Ontario an excursion to 
Niagara Falls was arranged on Friday, June 24. 
The visitors, mainly from overseas, were served 
luncheon at the Mountain Sanatorium, Hamilton, 
as guests of the President and Executive of the 
Hamilton Academy of Medicine and the Presi- 
dent and Officers of the Hamilton Health As- 
sociation. After inspection of the Hydro-Electric 
Power Commission of Ontario, tea was served 
at the Refectory, the members of the Niagara 
Falls Medical Society and their ladies acting as 
hosts, After a pleasant afternoon of sightseeing 
a farewell dinner was served at the Hotel Henley, 
St. Catharines. 





FORTHCOMING C.M.A. MEETINGS 


1956 Quebec June 11-15 
1957 Regina June 17 - 21 
1958 Halifax June 15-19 


1959 Edinburgh July 16-24 
(Conjoint Meeting with B.M.A.) 


1960 Banff June 13-17 
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It is impossible to report all the papers given 
in the Scientific Programme or to publish all 
this material without seriously dislocating the 
Journals routine. In this issue and in the July 15 
issue we are printing some summaries of papers 
which appeared to be of fairly wide interest. 


PLENARY SESSION, MONDAY, JUNE 20 


The present status of chemotherapy of bacterial infec- 
tions was discussed by a panel of tour specialists. Prof. 
L. P. Garrod of London, who was in the chair, pointed 
out that, although the newer sulfonamides all had _ similar 
actions, the antibiotics differ so greatly in their effects 
that the choice of the antibiotic and the dosage form 
often presents a difficult problem. As regards dosage 
form, the speaker felt that persistence of level was often 
of greater importance than the actual level reached in 
the blood. He classified indications for antibiotics as: 
(1) immutable indications—when the drug was known 
always to cure the condition, and the organism was 
always sensitive; (2) indications in which the antibiotic 
effect was unpredictable, either because bacterial sensi- 
tivity varied or because the bacterial cause varied (as in 
bronchopneumonia, sinusitis and bronchitis). 

It was important to use a rapid method of sensitivity 
testing. 

Prof. Garrod considered that antibiotics were now 
being used very indiscriminately. One American esti- 
mate was that 95% were prescribed without proper 
indication, either for “prophylaxis” or for trivial or anti- 
biotic-resistant infections. There was a high incidence 
of enteritis after use of the tetracyclines, to which all the 
five main classes of intestinal flora are susceptible. 

He was scathing in his condemnation of uncritical 
antibiotic prophylaxis. In one hospital 40% of patients 
On one day were receiving an antibiotic, possibly be- 
cause of fear of litigation if their use was omitted. It 
was quite unnecessary to use antibiotics in any clean 
operation, in most operations on the mouth, throat and 
stomach, in simple labour or in simple wounds. 


Dr. T. E. Roy of Toronto also expressed alarm at the 
increase in resistance to antibiotics. Of 924 strains of 
Staph. pyogenes tested in 1954, 57% were resistant to 
penicillin; 29% were resistant to tetracyclines, although 
all had previously been sensitive. Similar figures were 
quoted for Gram-negative bacilli. There was a geo- 
graphical variation in the extent of resistance, depend- 
ing on the extent of use in the area. 


Fortunately, some organisms such as the pneumo- 
coccus, the gonococcus, and H. influenzz have remained 
sensitive to penicillin and tetracyclines. Cross-infection 
was a most important problem and one difficult to solve. 
There had been a rapid rise in resistance to antibiotics, 
for example, in the case of nasal micro-organisms in 
nurses. The incidence of resistant strains was less in out- 
patients than in inpatients, and recent figures suggested 
that in both these groups a steady state may have been 
reached—a somewhat encouraging situation. 


Dr. K. J. R. Wightman of Toronto discussed the 
choice of antibiotics. The first requisite was to decide 
whether one was needed. For this reason, an analysis 
of the patient and his disease should first be made. This 
would include a study of: (1) the severity of infection; 
(2) the accessibility and type of lesion; (3) the pa- 
tient’s resistance mechanisms, both local and general 
(where these were poor a bactericidal antibiotic would 
be needed); (4) the previous response to antibiotics; 
(5) the bacteriological diagnosis, which could sometimes 
be assumed from the clinical condition. Specimens 
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should always be taken, even if it might be necessary 
to start therapy before receiving the response. In choos- 
ing the antibiotic, the following factors should be con- 
sidered: its spectrum and dependability, its penetrating 
power and the level required, its bactericidal power, its 
toxicity and sensitizing power, its effect on normal flora, 
its convenience and flexibility of use, and the cost to and 
comfort of the patient. 

Dr. J. W. Crofton of Edinburgh, discussing chemo- 
therapy in tuberculosis, said that some pretty bold claims 
could now be made for it. The majority of patients so 
treated were back to work in 18 months, and develop- 
ment of drug resistance need not be feared with good 
chemotherapy, of which he gave examples. 


A good schedule for patients in hospital and under the 
age of 30 was one gm. streptomycin daily and 100 mgm. 
isoniazid twice daily; next to this came a schedule of 
streptomycin plus sodium PAS five gm. four times a 
day. For older patients (to obviate the risk of dizziness) 
and for those treated at home, one gm. streptomycin 
should be given thrice a week five gm. sodium PAS 
twice a day and 100 mgm. isoniazid twice a day. 

Dr. Crofton then gave examples of bad and risky 
chemotherapy, in*which only 85% success instead of 
100% success was obtained. Where such therapy had 
rendered the bacillus resistant to all three major drugs, 
viomycin and oxytetracycline might be tried as salvage 
chemotherapy. 

Dr. Crofton showed his results in 107 cases of pulmo- 
a tuberculosis at all stages, treated by chemotherapy 
and surgery. In this series 97% were back at work (one 
year-three years’ follow-up). 


oe 





SECTION OF MEDICINE, JUNE 20 


Dr. Kenneth Harris of London described the clinical 
aspects of atypical coronary disease. He first discussed 
unusual forms of arigina pectoris, such as the “reversed” 
type in which pain begins in the left hand, wrist or arm 
and radiates into the chest, or the type with a sensation 
of constriction round wrists or arms. Pain in the jaws 
or gums, and a choking sensation in the throat, were not 
uncommon. Dyspepsia with pain after meals might 
occur, and phantom hand in amputees had been de- 
scribed. Diagnosis depended on meticulous history-tak- 
ing. The convincing and consistent way in which the 
patient told his story, and the relation of pain to exercise, 
emotion and meals were useful pointers. 


Dr. Harris mentioned the warning symptoms which 
might precede myocardial infarction. In 23 cases out of 
75 in a personal series, there were premonitory symp- 
toms, which could be grouped as: (1) angina of effort; 
(2) constant sternal pain; (3) attacks of sternal pain 
not related to effort or emotion. Complaint of indigestion 
was common. Recognition of such symptoms might be 
almost impossible but they appeared to improve the 
prognosis when occlusion occurred later. 

The clinical pictures of cardiac infarction most liable 
to lead to errors in diagnosis were: (1) the abdominal 
emergency type; (2) the type in which pain was not 
prominent. 





Other items from the Scientific Programme 
will be published in our issue of July 15.—Eb. 
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GENERAL PRACTICE 
COLLEGE NEWS LETTER 


pevlCINg THE May News LETTER of the 

> ©, College of General Practice of 
S % Canada contai ; 
s 7. Canada contains an announce 

3 Cc < S ment that the Council of the 

2% x-m@ & Canadian Medical Association 

Q % e > has now paid over to the 


CWapens™ College a $10,000 grant ap- 
proved by Council. in June 
1954 for aid in establishing the College. 


The Committee on Education of the C.G.P. _., 


is currently studying the types of postgraduate 
training most popular with general practitioners. 
It seems that, although there is no adequate sub- 
stitute for attendance on planned courses of in- 
struction, a programme of planned reading 
should be developed. The College is urging its 
provincial Education Committees to approve re- 
fresher courses as early as possible. 

In connection with the education programme, 
the firm of John Wyeth and Brother (Canada) 
Ltd. has made available to the C.G.P. the sum 
of $7,500 to defray the cost of providing speakers 
at scientific meetings, and of sending medical 
instructors on travelling teams. 

A survey of general practice in Canada, some- 
what on the lines of the survey made in England 
by Dr. Stephen Taylor and described in his book 
“Good General Practice,” is in the early planning 
stage and has been materially assisted by a grant 
of $10,000 made to the C.G.P. by the Canadian 
Life Insurance Officers Association. 

The College appeals for more material for its 
contemplated programme of radio broadcasts, 
about which more information-may be obtained 
from the central office. 





THE GENERAL PRACTITIONER IN 
THE LARGE CLINIC* 


M. STRACHAN, M.D., M.R.C.S., L.R.C.P., 
Calgary, Alta. 


apBdICINg e THE FORMATION of the Col- 
> mW lege of General Practice of 
te. 7%. Canada upon the lines al- 


2 Z. 
3 5 ready in existence in the 
4 * ae > 

% ~ 


2, me United States and Great 
25 % e° > Britain illustrates the effort 
Cw, ADEXS being made not only to main- 


tain the efficiency of the gen- 
eral practitioner, the backbone of the medical 
profession, but also to improve his professional 
standing in an era of specialization. 


*From the Calgary Associate Clinic, 214 Sixth Avenue 
West, Calgary. 
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The North American continent was ahead of 
Europe in the formation of small seis of gen- 
eral practitioners; this has obvious advantages, 
and some of these groups have snowballed into 
large organizations, many of which now consist 
mainly of specialists in various fields. A general 
practitioner in such a group now pauses to re- 
view his life and his surroundings in the light 
of his concept of general practice. 

A good general practitioner does not have 
greatness thrust upon him. General practice is 
what he makes it. He may regard it as a drudgery 
whose only escape is specialization, merely 
another method of making money, or an occupa- 
tion whose joyful satisfaction outweighs its 
irritations. 

Fatigue due to poor organization can only 
produce a sterility and dullness of spirit which is, 
and always will i recognizable in some prac- 
titioners in every city in the world. It would 
seem, therefore, that the organization and 
routine of group or clinic life must be of great 
assistance to the general practitioner by its re- 
moval of many of the petty and not so petty 
irritants which beset the lone practitioner. 

Dr. Stephen Taylor’s exhaustive survey of gen- 
eral practice in England reveals without any 
doubt that general practice can reach its highest 
level without group practice and also that the 
equipment, regular time off and ancillary help of 
group practice can never turn a bad doctor into a 
good one. The men doing such sterling service de- 
serve the unbounded admiration of the profession, 
for the way is fraught with temptations and easy 
but inefficient solutions and “sink tests.” They 
are strong enough to steer between Scylla and 
Charybdis. The strain of singlehanded practice 
is heavy. The annual holiday requires a locum 
tenens with its attendant financial problem—and 
indeed its attendant personality problem, for 
there must be few general practitioners of long 
standing who have not had at least one disagree- 
able experience with a locum tenens. To get 
nights and weekends off with any regularity is 
impossible. 

We are not all made of such material, and to 
many of us the fellowship of group practice, the 
facilities and the ancillary services provide some 
refuge from the buffetings of what must be a 
unique profession. No general practitioner who 
has had the experience of working within a large 
clinic can deny that his private life has been 
improved by regular time off, vacations with 
pay, and the absence of so much paper work. 
Few have denied that their professional standard 
has been raised by the joint examinations with 
specialists, the development of special interests, 
routine postgraduate study, and the opportunity 
of seeing every radiograph or tioad: smear. 
Furthermore, the large volume of clinical ma- 
terial seen in a clinic provides a rare opportunity 
of seeing unusual medical problems. 

It is erroneous to suppose that the doctor- 
patient relationship is impaired in such a clinic. 
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On the contrary, it is in this type of practice that 
a general practitioner may obtain a consultant's 
opinion without losing sight of the case. 

In this group the Department of General 
Practice was started in order to foster the “family 
doctor” tradition, to answer the many house calls 
that were coming in during the mornings when 
the surgeons were operating and the internists 
doing the hospital rounds. There was also the 
problem of accommodating those patients. who 
arrived during the morning with no appoint- 
ment, had no specific doctor or had suffered 
some acute complaint or Workmen’s Compensa- 
tion injury. 

Within a very short time a large quantity 
of work was being handled. There were families 
who hitherto had avoided the large clinic for the 
usual superficial reasons: “lack of personal rela- 
tionship,” “pushed around from doctor to doc- 
tor,” or “the patient is just another number,” and 
who were now just as glad to have a family 
physician within a group as one in private prac- 
tice. A considerable load was immediately taken 
off the shoulders of the specialists, with the re- 
sult that the general practitioner felt a gratifying 
sense of importance in the team which still 
exists. 


_ The position now is that the general practi- 
tioners have reasonable practices in the city 
which are run with the facilities and benefits 
provided by group organization. It is now our 
policy to ensure that a general practitioner is 
available every morning to see transient office 
patients, or indeed to see his own patients by 
appointment if he so desires, while the other 
two are doing their hospital rounds, their own 
house calls and any fresh calls that may come 
in. During the afternoons all general practi- 
tioners are in the office with their own appoint- 
ment lists and inevitable “extras,” who wish to 
see no specific doctor and who do not fall into a 
special category such as urology, otolaryngology 
or orthopzedics. 

A clinical general practitioner will perforce 
find himself immediately on a rota system of 
emergency calls. This will, it must be admitted, 
entail a larger proportion of “scut work” (in the 
rome Canadian idiom) than is done by our 
colleagues in private practice. Apart from East 
End hotel calls, alcoholics and addicts, another 
evil has crept in—the patient who phones in the 
small hours and, when asked who is her doctor, 
says “My doctor is Dr. X, but I don’t want to 
call him in the middle of the night. I will call 
him tomorrow.” Lucky Dr, X, who has disci- 
plined his private practice far better than we in 
clinics can ever do. Dr. Y is an unambitious man 
and merely says “Call the Clinic,” settling him- 
self once more to sleep. I reached the nadir of 
my self-esteem one night when a peremptory 
voice from a local hotel said, “I want you to 
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firm refusal brought forth the retort, “Didn't 
you take an Oath?” 

However, these small annoyances must exist, 
in their own particular form, in every branch of 
medicine, and in general the work on a rota 
system is not arduous. Moreover, many clinics 
are now realizing the value of the service given 
by the general practitioner and are paying him 
a commensurate salary which may often amount 
to more than his actual net intake for the group. 

This group of twenty-four permanent mem- 
bers contains three general practitioners. How- 
ever, the latter receive assistance from three or 
four fellows who work for a year as surgical 
assistants or on a rotating basis. Opinions will 
clearly differ widely, but we would suggest that 
a group of ten should contain two general prac- 
titioners and one of fifteen about three. 

Ce qui sert a Tun nuit a Tautre. It may not be 
the life for all of us. It might be argued, with 
some justification, that the self-discipline of 
single-handed practice might be relaxed within 
a clinic and that a general practitioner might be . 
tempted to lean too heavily on the advantages 
of group practice. But in an atmosphere of 
sincere service, constant search for increased 
efficiency and the close fellowship of specialist 
colleagues he cannot but maintain that high 
standard required by our new College of Gen- 
eral Practice of Canada. 
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MEDICINE IN MEXICO 


To the Editor: 


While on a short visit to Mexico last month, I was 
fortunate enough to see something of the work being 
done by the medical men in that turbulent metropolis, 
Mexico City. 

Before caving. Canada I wrote to Dr. Fernando 
Latapi, because his name was on the list of members 
of the International Leprosy Association. He was ki 
enough to reply promptly; but unfortunately in Spanish. 
However, in the plane which was to deposit me in 
Mexico, I was fortunate enough to sit beside Dr. Axel 
Christensen who knew enough Spanish to confuse the 
taxi drivers. en we settled into a Spanish hotel, we 
rang Dr. Latapi and found that his wife spoke very good 
English, From then on the going was relatively smooth. 
Dr. Latapi is Professor of Dermatology in the University 
of Mexico and President of the Mexican Leprosy Asso- 
ciation, We were invited to his clinic, which is in a r 
part of the city because most of the patients are from 
the poor. 

The clinic deals mainly with leprosy cases on an out- 

tient basis. They estimated that up to 5% of the popu- 
ation of Mexico City have leprosy in one of its many 
forms, This startling fact makes it impossible for them 
to hospitalize even a small proportion of the total. They 
feel that by treating virtually everybody as a home pa- 
tient they can encourage almost everybody to come for 
treatment. In the old days when patients were sent away 
from their families and confined in leprosaria, people 


come immediately and give me an enema.” My  ~ frequently concealed their disease until it was too late. 
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Leprosy is not a very contagious disease, and nobody 
has ever proved that isolation in leprosaria has done the 
least mot | 

Most of the patients cannot pay, and the clinic is sup- 
ported by sparse government grants and private gifts. 
The many doctors get very little payment for their 
services and seem devoted to their work. 

I asked Dr. Latapi if he would not like more govern- 
ment support, but he replied that that would involve 
more government control and it was better the way it is. 

The next day I was taken to the General Hospital, 
where they were having a skin cancer clinic. The pro- 
ceedings were in Spanish, but there were plenty of 
English speakers to translate. Most patients were un- 
fortunate people who had lost their whole nose with a 
malignancy. The young surgeon showed by Kodachrome 
slides how he had given these people very presentable 
noses. The tube graft technique was used, and the end 
results that we saw were very good. When he spoke to 
me later, I asked how many times a week he operated. 
He told me that he averaged six operations a day, and 
he operated six days a week! 

The buildings are old, but the work is of the highest 
calibre. I saw only one other small hospital and again 
was impressed with the doctors’ courtesy and the good 
standards they maintained under suboptimal conditions. 

If there is a moral to this story, it is that there is a 
rich field for clinical material here almost at our back 
door. Canadian physicians will find the Mexican doctors 
interested, interesting and extremely cooperative. 

JoHN VALENTINE, M.B., Ch.B., L.M.C.C. 
Grande Prairie, 
Alberta, 
June 4, 1955. 





FOOTWEAR AND COMFORT 
To the Editor: 


I was interested to read your Editorial Comment 
under the heading “Footwear and Comfort” in the 
Journal of May 15. 

May I be allowed to comment on your statement that 
“The ‘straight inner edge,’ while undoubtedly relieving 
pressure on the first metatarso-phalangeal joint, tends 
to throw undue pressure on the lateral toes, and this may 
cause, especially with an incurving little toe, discomfort 
as great as that produced by hallux valgus.”? 

I have seen a very few commercial shoes with an 
almost straight inner edge, and to these your remarks 
might possibly have anand. On the other hand, it is 
not very difficult to provide room for the lateral toes, 
so that there will be no pressure at all upon them. This 
was demonstrated by the wearing of shoes having sub- 
stantially the shape of the foot.1 Unfortunately shoe 
manufacturers show little interest in improving their 
products in this way: I have tried in vain for years to 
interest them in various places, including England, 
Australia and Canada. 

At present, owing to the obstinacy of the shoe manu- 
facturers, foot-shaped shoes are aa available custom- 
made in the form of the “Murray Space Shoe” made in 
the U.S.A., which is very expensive. However, it seems 
to be becoming increasingly popular and it is to be 
hoped that its growing success will one day shake the 
self-satisfied and unprogressive shoe industry out of 
lethargy. F. W. KNow es, M.R.C.S., L.R.C.P. 


Assistant Professor of Anatomy, 
Dalhousie University, 

Halifax, N.S., 

June 1, 1955. 
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COMPULSORY TREATMENT OF 
TUBERCULOSIS 


To the Editor: 


It was heartening to learn that someone has been 
interested enough in this problem to read my _ short 
article in the December 1954 issue of the Journal. Dr. 
Taylor’s scholarly criticism was based mainly on the 
rights of man and the cherishing of personal liberty. 
These rights are undisputed, but it is felt that these 
privileges should be extended to men and not limited to 
man. All men should have the right to remain healthy 
rather than one man be granted the right to infect whom 
he chooses (or does not choose), by being unwilling to 
conduct himself in a manner so as not to prejudice the 
health of others. 


Perhaps Dr. Taylor’s figures speak for themselves. 
“Open tuberculosis in parts of Africa is more like 10%, 
in Canada it is perhaps only 0.1%.” 

It is granted that education should never be displaced 
by legislation. Unfortunately, in our country there are a 
few people who refuse to listen or who will not learn. 
Nova Scotia Sanatorium, 
Kentville, N.S., 

May 31, 1955. 


J. E. Hittz, M.D., D.P.H. 





SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent) 


Mopet Cuitp HEALTH CENTRE 


On May 27, the High Commissioner for South Africa 
in London opened the “Province of Natal Centre” which 
was built for the Institute of Child Study of the Uni- 
versity of London. The cost of the building has been 
defrayed by a generous gift of over £100,000 from 
Natal’s wartime “Salute to Britain Fund.” The London 
County Council has offered to pay 90% of the cost of 
maintenance and all the salaries of the medical and 
nursing staff. The aim is to provide, under one roof, the 
amen activities of the maternity and child welfare 
service and those activities of the school health service 
that are more conveniently carried out in a clinic than in 
the schools. In a speech at the opening ceremony, Pro- 
fessor Alan Moncrieff, the director of the Institute, ex- 
pressed the hope that the Centre would provide a model 
service to the children of London and, at the same time, 
subserve a useful function as a teaching and research 
centre. The time was ripe, he added, for reconsideration 
of certain procedures unchanged in welfare centres since 
the first “milk depots” and “schools for mothers” were 
opened fifty years ago. 


DAMAGES FOR RHEUMATOID ARTHRITIS 


A case has just been heard in the Court of Session in 
Edinburgh which may prove to be one of the most 
interesting medico-legal cases of recent years. A young 
schoolteacher, aged 28, alleged that she became cripple 
by rheumatoid arthritis because of having to teach in a 
badly ventilated, inadequately heated, damp _ classroom. 
Conditions were such, she alleged, that she and her pupils 
had to wear overcoats. She claimed £10,000 damages from 
her employers, the Corporation of Glasgow. The Corpora- 
tion denied liability. Two rheumatologists were called on 
behalf of the Corporation. One, Dr. Dudley Hart of the 
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Westminster Hospital, said that from the point of view 
of causing rheumatoid arthritis, cold and damp had no 
relevance. The other, Dr. I. P. Currie of Glasgow, ex- 


pressed the view that, in his opinion, it was a fallacy 
that cold and damp were associated with rheumatism. 
He did not think that living in a damp house or sleepin 

in a damp bed could be positive factors in the onset o 

rheumatoid arthritis, After a retirement of just under 
three hours, the jury, by a majority of seven votes to 
five, returned a verdict for the plaintiff and awarded her 
damages for £2,000. 


SNow CENTENARY 


The Section of Epidemiology and Preventive Medicine 
of the Royal we of Medicine has just been celebrating 
the centenary of the publication of John Snow's classic, 
“On the Mode of Communication of Cholera.” The cele- 
brations included a special meeting, at which papers 
were read by Professor Bradford Hill, the president of 
the section, and Professor James Macintosh, Professor of 
Public Health in the University of London. The former 
effectively exposed the fallacy of the popular conception 
that the removing of the handle of the famous Broad 
Street pump halted the epidemic of cholera then raging. 
The removal of the pump-handle was “symbolic rather 
than effective.” The celebrations also included an ex- 
hibition of Snow miscellanea, which had been prepared 
by the public health students at the London School of 
Hygiene and Tropical Medicine. One of the more interest- 
ing exhibits was a portrait in oils, painted at the request 
of — Victoria, which had never previously been 
exhibited. There was also an account of the finding at 
necropsy after Snow’s death, at a relatively early age, 
from chronic renal disease. 


Tue B.P. AND THE METRIC SYSTEM 


The Pharmacopoeia Committee of the General Medical 
Committee has accepted the recommendation of the 
British Pharmacopaeia Commission that the apothecaries’ 
system of measurement be abandoned in the 1963 
British Pharmacopceia and subsequent editions. It was 
in 1951 that the committee on weights and measures of 
the Board of Trade recommended, inter alia, that the 
apothecaries’ system of measurement should be abolished 
after five years and replaced by the metric system. The 
B.P. Commission accepted the recommendation and 
agreed that the apothecaries’ system should be abolished 
from the Pharmacopceia, but they feel that the eariiest 
appropriate date for the change is the year in which the 
1963 edition is due for publication. 


HEROIN CONTROVERSY 


One of the last acts of the last Parliament was to pass 
a decree that as from the end of this year the manufac- 
ture and import of diacetylmorphine (heroin) will not 
be permitted except for such small quantities as may be 
required for purely scientific purposes. This has pro- 
voked a storm of protest from clinicians who strongly 
resent being deprived of what many of them consider 
to be an irreplaceable drug for the treatment of cough 
resistant to all other forms of therapy and in the allevia- 
tion of pain in the terminal stages of inoperable car- 
cinoma, The argument in favour of the abolition of 
heroin is that it is a duty the country owes to the United 
Nations in order to assist in the measures being taken to 
control the use of heroin as a drug of addiction. What 
has been pointed out, however, is that in the United 
States, where heroin has been banned since 1925, heroin 
addiction is still a major problem. In this cotntry, on 
the other hand, where it has been freely available on a 
doctor’s prescription, heroin addiction is almost unknown. 


London, June 1955. 


WiLuiaM A. R. THOMSON 
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ABSTRACTS from current literature 
MEDICINE 


Stress and Gastric Secretions in Man. I. A 
Study of the Mechanisms Involved in 
Insulin Hypoglyczmia. 


SHay, H. anp Sun, D. C. H.: Am. J. M. Sc., 
228: 630, 1954. 


The importance of stress in initiating peptic ulcer and 
in precipitating recurrences is now generally accepted. 
It is also clearly established that corticotropin and cor- 
ticosteroids are instrumental in reactivating established 
eptic ulcers. In an — to clarify the relationships 
Rinene these two established concepts, the present 
authors studied the effects of insulin on gastric secretion, 
alone and in conjunction with an adrenergic blocking 
agent (Regitine). 

Each of the five patients with chronic duodenal ulcer 
served as his own control and the investigation was 
carried out as follows: (1) Five-hour basal secretion was 
studied in three of the five patients. (2) The effect of 
insulin hypoglycemia on gastric acid output was in- 
vedileniedl fi all patients, using regular insulin intra- 
venously in a dose of 15 to 25 units. (3) The effect of 
insulin heneubboiniaia and Regitine upon gastric output 
was studied in all patients. (4) The effect of Regitine 
alone on basal secretion was studied in 3 patients. (5) 
The effect of insulin hypoglycemia alone and with 
Regitine before and 15 days after bilateral vagotomy and 
subtotal gastrectomy was studied in one patient. 

The results suggest that the normal effect of insulin 
hypoglyczemia is to produce an early and a late curve of 
gastric secretion onl that, for the production of the late 
curve, neither intact vagi nor the gastrin mechanism is 
necessary. Regitine blocks the late secretion of insulin 
hypoglycemia, suggesting that adrenaline liberation is 
involved in the hypoglycemic action of insulin, and that 
this liberated adrenaline is intimately concerned in the 
resultant stimulation of late gastric secretion. It appears 
probable, therefore, that the effect of stress on gastric 
secretion is in some way dependent upon the liberation 
of adrenaline, and that it will probably be necessary to 
consider an adrenal phase of gastric secretion in the 
peptic ulcer problem. This phase may be a significant part 
of the harmful somatic mechanisms activated by stress 
reactions. S. J. SHANE 


Preclinical Bronchogenic Carcinoma. 


Boucot, K. R. ANp Soxo.torr, M. J.: Am. 
Rev. Tuserc., 69: 164, 1954. 


Of 77 consecutive cases of bronchogenic carcinoma un- 
covered by survey, 50 could be considered preclinical in 
the sense that the patients had not consulted physicians; 
hence, survey techniques were the only possible means 
for detection of the tumour. 

Only seven of the 77 patients were truly asymptom- 
atic. There was no difference in resection and surviva 
rates between the 43 persons whose symptoms could be 
elicited only on careful questioning and the 27 whose 
illness had caused them to seek medical advice. In gen- 
eral, the prognosis appears no better in survey-dis- 
covered bronchogenic carcinoma than in lung cancer re- 
ported by thoracic surgeons. This seems due to the lim- 
itations of chest radiography, the low index of suspicion 
on the part of radiologists and clinicians, and a lack of 
understanding on the part of patients so that they fail 
to obtain chest films often enough or fail to accept re- 
commendations in regard to hospitalization and resection. 
Two-thirds of 22 patients who underwent resections are 
alive one to six years postoperatively as compared with 
10% of the 55 whose lungs were not resected. 
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While all of the 77 tumours in the present series were 
found because of x-ray changes, an examination of the 
records and films of the 22 persons for whom previous 
photofluorograms were avatlable suggests that clinical 
study of men over 45 years of age with symptoms but 
normal photofluorograms might yield better results. For 
the small group with peripherally located “silent” car- 
cinomas, serial radiography is the case-finding technique 
ef choice. SHANE 


Relationship of Stress, Adrenocortical Function, 
and Tuberculosis. 


CriarkE, E. R., Jr., ZAHN, D. W. AND HOLMEs, 
T. H.: Am. Rev. Tuperc., 69: 351, 1954. 


A study of adrenocortical function has been made in 25 
female and 84 male patients with various —_— of tuber- 
culosis, using 17-ketosteroid excretion as the index of 
such function. From the data obtained, it is concluded 
that 17-ketosteroid excretion is significantly reduced in 
tuberculosis. As a general rule, low 17-ketosteroid excre- 
tion was seen with extensive and exudative tuber- 
culosis and high 17-ketosteroid excretion with fibrotic 
tuberculosis of limited extent. 17-Ketosteroid excretion 
in the cases studied was also influenced by the emotional 
state of the patient. 

From the observed parallel between emotional state, 
17-ketosteroid excretion, and course of tuberculosis 
during treatment, it is inferred that emotional states re- 
sulting from a variety of life situations influence adreno- 
cortical function and thereby affect the response of tuber- 
culosis to treatment. S. J. SHANE 


Colonic Symptoms with Active 
Duodenal Ulcer. 


SEIGLE, S. P. AND Wuirte, B. V.: NEw ENGc- 
LAND J. MeEp., 251: 693, 1954. 


The authors investigated a group of 269 patients with 
duodenal ulcer with reference to symptoms of colonic dys- 
function. Such symptoms were present in 40% while 
the duodenal ulcer was active, whereas only 4.5% had 
any symptoms of malfunction of the colon previous to 
the clinical onset of peptic ulceration. In 17% the 
classical symptoms of irritable colon coincided with 
ulcer activity, only 3% having had similar symptoms 
previously. 

Colonic symptoms are of importance in patients with 
duodenal ulcer, since their severity may be sufficient to 
overshadow the symptoms of ulcer. Also, in 5% of pa- 
tients colonic symptoms which appear with the exacerba- 
tion of duodenal ulceration persist for a period after the 
ulcer is controlled and suggest to the patient that ther- 
apy has been aeiaeennek NorMAN S. SKINNER 


Carcinoma of the Lung Simulating Early 
Rheumatoid Arthritis. 


JarvINEN, K. A. AND KuMLIN, T.: ANN. 
Rueumart. Dis., 13: 52, 1954. 


Follow-up examination of 1,008 patients diagnosed as 
suffering from rheumatoid arthritis indicated that in 
three patients a bronchial carcinoma was probably the 
cause of the joint symptoms. In two of 106 patients 
suffering from bronchial carcinoma, rheumatoid arthritis 
had occurred simultaneously with the onset of bronchial 
carcinoma; treatment had been given for rheumatoid 
arthritis although the symptoms were probably caused 
by the lung process. 
A careful examination should be made of the lungs 
of every patient with the clinical picture of rheumatoid 
itis. In such cases the clinical picture resembles 
idiopathic rheumatoid arthritis to such a degree that 
the possible etiological correlation of the arthritic con- 
ditions should be investigated. The simultaneous occur- 
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rence of arthritic conditions and carcinoma of the lung 
is evidently not a coincidence. Cases have been re- 
ported in which the joiut symptoms disappeared after 
successful removal of the tumour, indicating that the 
joint affections cannot be ascribed to metastases; no 
metastatic tumours have been found in the joint ou post- 
mortem examination. 

The authors think that the rapid development of the 
lung process plays some part in the occurrence of the 
joint symptoms. The clubbing of fingers and toes asso- 
ciated with slowly developing lung processes and certain 
diseases of the heart is not accompanied by joint symp- 
toms, though it seems probable that the clubbing itself 
is a mild form of pulmonary osteo-arthropathy. 

The etiological mechanism of pulmonary osteo- 
arthropathy and of the associated articular symptoms 
still remains obscure. Many investigators suggest a close 


“connection with neurogenic reflexes. For example, it has 


been observed that hilar neurotomy (without resection 
of the lung) allays the joint symptoms in these patients 
for as much as six months. Pulmonary artery ligation has 
also been found to have a similar effect. The authors 
suggest that an analysis of the joint symptoms of pa- 
tients with pulmonary osteo-arthropathy should take 
into consideration the effect of possible hormonal dis- 
orders. Disturbed hypophysial function is frequently 
reflected in such symptoms as acromegalic features, but 
joint symptoms are frequently present with acromegaly, 
and the simultaneous occurrence of acromegaly and 
rheumatoid arthritis has been reported by other authors. 


W. F. T. Tattow 


Ceeliac Disease: Is There a Natural Recovery? 


GERRARD, J. W. et al.: Quart. J. MEp., 24: 23, 
1955. 


Since 1950 it has been realized that the successful ther- 
apy of coeliac disease requires the elimination of the 
gluten fraction of wheat flour from the diet. Previously 
employed dietary regimens caused only slow improve- 
ment with frequent relapses, and 32 patients who had 
been treated by such ae methods were examined to 
ascertain whether they had actually been cured of the 
coeliac state. All these patients had been treated at the 
Children’s Hospital, Birmingham, and ages varied up to 
19 years; not one was found to have completely re- 
covered and the majority were below average in weight, 
height and general development. The commonest per- 
sisting symptom was a mild intermittent diarrhoea. 
Laboratory and radiological examination verified the 
persistence of the cceliac state. 

The authors conclude that a complete recovery from 
coeliac disease requires a diet free of wheat gluten which 
must be maintained at least until full maturity is reached. 


NorMaN S. SKINNER 


Myocarditis. 


De LA CHAPELLE, C. E. AND KOssMANN, C. 
E.: Crrcu.ation, 10: 747, 1954. 


Myocarditis, in its true sense of “active inflammation of 
the heart” and not with the meaning of “fibrosis,” is 
not rare but, except in cases of rheumatic fever, it is 
seldom diagnosed clinically. Electrocardiographic studies 
and autopsy findings indicate that it is comparatively 
common, aeeticaletty in patients with acute infectious 
disease, the incidence being about 10% as indicated by 
autopsy. Rickettsial infections, yee diph- 
theria and poliomyelitis are very often associated with 
myocarditis. 

Symptoms, in the absence of heart failure, are usually 
so slight and vague as to be overshadowed by those of 


the primary disease. Commonly, the patient complains of 
precordial discomfort, palpitation, weakness, fatigue, 
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anorexia, or headache. Signs may include bradycardia; 
tachycardia, disproportionate to the degree of fever; 
abnormal rhythm; apical systolic murmur; faint, or sharp, 
first heart sound; and evidence of cardiac insufficiency. 
Cardiac enlargement is uncommon. 

The electrocardiogram is a valuable diagnostic aid. 
However, adventitious factors may decrease its relia- 
bility: e.g., acidosis, alkalosis, hypoxia, abnormalities of 
serum electrolytes, hyperpyrexia, drug therapy, hypo- 
tension, cardiac displacement, or pre-existing myocardial 
or valvular disease. 


As a rule, the prognosis is that of the primary illness. 
The incidence of myocarditis depends on the promptness 
with which infectious diseases are diagnosed and effec- 
tive treatment begun. The physician should bear in mind 
the possibility of myocardial inflammation in the presence 
of any type of infectious disease. Therapy should include 
early recognition and treatment of heart failure. Corti- 
sone and corticotropin may improve the prognosis of the 
rheumatic and Fiedler types of myocarditis, and early 
adequate antitoxin treatment that of diphtheritic myo- 
carditis. I. J. Parron 


Congenital Afibrinogenzmia: A Study of Some 
Basic Aspects of Coagulation. 


ALEXANDER, B. et al.: BLoop, 9: 843, 1954. 


A study of three cases of congenital afibrinogenzmia 
without other abnormalities revealed certain reactions of 
the clotting system independent of the thrombin- 
fibrinogen-fibrin interaction. It was found that: (a) the 
conversion of fibrinogen to fibrin has a negligible effect 
on the clumping and lysis of platelets; (b) in this 
change, thrombin seems to play an active part; anti- 
hzemophilic factor (AHF) is distinct from fibrinogen, al- 
though closely resembling it chemically and physically; 
(d) plasma appears to contain a fraction, other than 
fibrinogen, which with heparin interferes with the action 
of thrombin on fibrinogen. 


In the absence of fibrinogen, the following processes 
take place as soon-as bl is exposed to a foreign sur- 
face: (a) the platelets undergo morphological changes, 
agglutination and lysis; (b) plasma antihemophilic 
activity (originally normal) declines almost to zero; (c) 
SPCA evolves normally from its precursor; (d) Ac 
globulin rapidly disappears; (e) when these changes are 
well established, prothrombin begins to decrease at a 
normal or slightly greater rate. 

The relationship between one-stage prothrombin time 
and fibrinogen concentration is plotted as a curve, per- 
mitting estimation of fibrinogen concentration at levels 
too low to be reliably measured by orthodox means. 


I. J. PATron 


Laryngoptosis, an Easily Detectable Sign of 
Pulmonary Emphysema. 


Raas, W.: Dis. Cuest, 26: 705, 1954. 


Few erroneous diagnoses are made as frequently as that 
of congestive heart failure in non-cardiac patients with 
exertional dyspnoea caused by pulmonary emphysema, 
especially if, in addition, downward displacement of the 
liver is mistaken for a sign of congestion. The increased 
antero-posterior diameter, the wide intercostal spaces and 
the more or less horizontal position of the ribs, which 
characterize the “barrel-shaped” chest; are frequently 
absent, even in cases of severe emphysema. 

In view of the frequency of diagnostic and _ thera- 
peutic errors in this condition, the author calls atten- 
tion to a rarely heeded but easily recognizable clinical 
sign which facilitates the detection of pulmonary em- 
physema. This sign is based on the detection of a con- 
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spicuously small distance between the protruding thyroid 
cartilage and the upper edge of the sternum. This dis- 
tance may be so short that the lower edge of the thyroid 
cartilage seems actually.to touch the sternum; if the ex- 
aminer's fingertip is placed in the sternal incisure it may 
be caught between the latter and the descending cartilage 
when the patient takes a breath. 


The cause of this characteristic phenomenon is the 
downward displacement of the diaphragm together with 
the attached mediastinal structures, including the trachea 
and larynx, combined with an.accentuation of the upper 
thoracic spinal curvature, which permits the thyroid 
cartilage to lean forward and to approach the immobile 
sternum to a maximal degree. In normal persons, even 
those with a short neck, these prerequisites for what 
the author describes as “laryngoptosis” are lacking, and 
in such individuals the thyroid cartilage-sternum interval 
remains larger than in emphysematous patients. This 
feature is much less striking in women than in men. 


S. J. SHANE 


Does Mitral Stenosis Recur after 
Commissurotomy? 


Grover, R. P. et al.: Crcuration, 11: 14, 
1955. 


Since the inception of definitive cardiovalvular surgery 
in 1948 there has been much conjecture about the ulti- 
mate fate of the incised valve. The most important ques- 
tion asked by patients and referring physicians contem- 
plating valvular surgery is, “Will the valve close again?” 
There is as yet no authoritative answer to this. Undoubt- 
edly it will take many years of careful observation before 
the proper answer can be unequivocally given. 

A review of the literature revealed isolated instances 
of so-called re-stenosis after mitral valve operations. The 
authors feel, howeyer, that the conclusion that stenosis 
recurred is highly speculative, in. view of the strong 
indications that commissurotomy was not adequate, due 
either to technical reasons or to the lesion present. 


To obtain at least initial clarification of the problem, 
the authors’ entire series of approximately’ 600 cases 
(both living and dead) was reviewed.: This represents five 
years’ experience. Of the original 600 patients 42 died in 
the late postoperative period. In no instance could death 
be attributed to the recurrence of mitral stenosis. 
Furthermore, the autopsy records and available material 
in 31 early and late deaths were reviewed, the longest 
survival after a technically adequate commissurotomy 
being 36 months. Again, in no instance was there evi- 
dence that death was due to recurrence of mitral stenosis. 

The authors conclude that mitral valve leaflets stenosed 
by rheumatic infection, when adequately divided by 
commissurotomy, have shown no sign of either partial 
or complete return to their previous state in a five-year 
postoperative period. S. J. SHANE 


The Kveim Test in Sarcoidosis. 


James, D. G. anp THomson, A. D.: Quart. J. 
Mep., 24: 49, 1955. 


The Kveim test consists of the intradermal injection of 
a saline emulsion: of sarcoid tissue. In patients with 
active sarcoidosis a dusky red nodule of sarcoid tissue 
develops at the injection site during the following few 
weeks. The authors found this test to be positive clini- 
cally and histologically in 12 of 16 cases of sarcoidosis. 
It was negative in 47 controls (29 with tuberculosis, the 
others with assorted conditions). 

Following the Kveim test inoculation, the nodule 
which forms waxes and wanes with improvement and 
relapse in the sarcoidosis. Not only does it appear to be 


a relatively simple diagnostic measure but it also pro- 
vides an index of activity, and of improvement, in the 
individual patient. 


NorMAN S. SKINNER 
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SURGERY 
Experimental Studies on Total Gastrectomy. 


Ketty, W. D. AND WANGENSTEEN, O. H.: 
A. M. A. Arcu. Surc., 69: 616, 1954. 


Various constructions were made after total gastrectomy 
on dogs. Pouches of jejunum were constructed by folding 
the intestine on itself and creating anastomoses between 
these loops. In other cases Roux-Y reconstructions and 
cesophagojejunostomy with enteroenterostomy were done. 
In all experiments gradual weight loss terminating in 
death was the rule. Survival was greatly prolonged in 
the group in which a simple cesophagoduodenostomy was 
done. The jejunal pouch proved to o of no value, even 
though it had a large capacity and showed no evidence of 
stasis. Hypochromic anzemia was frequently observed. 


Burns PLEWES 


Radical Surgery after Intensive Irradiation. 


Berman, H. L.: A. M. A. ArcH. Surc., 69: 
603, 1954. 


The increasing tendency to apply all the treatment pos- 
sible to the attack on cancer wl made radical surgical 
excision after intensive radiation therapy a more and 
more frequent procedure. A discussion of the criteria 
which make surgery possible under such circumstances 
emphasizes the field irradiated, the dosage, the voltage 
used, the time taken and the time elapsed since x-ray 
treatment. 

Operations after intensive irradiation provide informa- 
tion about the spread of various tumours and its effective- 
ness and shortcomings, but the combination provides for- 
midable problems. Undesirable complications may follow 
and much remains to be learned. Close co-ordination 
between the radiologist and surgeon will result in con- 
siderable benefit. BurNs PLEWES 


Clinical and Social Problems Associated with 
Familial Intestinal Polyposis. 


BrasHer, P. H.: A. M. A. ArcH. Surc., 69: 
785, 1954. 


Familial polyposis is differentiated from congenital poly- 
posis for it is not accompanied by skin pigmentation and 
only the large bowel is affected. Symptoms are usually 
negligible till the inevitable onset of carcinoma. The 
investigation of 55 polyposis families at St. Mark’s Hos- 
pital revealed that, of 1,036 members, 208 had poly- 
posis and 150 had already developed intestinal cancer. 

Two large families affected with intestinal polyposes 
are reported. The problems associated with such an 
investigation include the age at which operation should 
be advised, for it offers the only hope of cure. The 
oes who treats one member of such a family should 
undertake the responsibility of investigating the other 
members. Only by such an investigation can the high 
incidence of malignant change be lowered. 


Burns PLEWES 


Characteristics of Adrenal-dependent 
Mammary Cancers. 


Huccins, C. aNd Dao, T. L-Y.: ANN. SuRG., 
140: 497, 1954. 


Of a hundred patients with far-advanced carcinoma of 
the breast subjected to adrenalectomy, 5% died and 
40% of the remainder had a profound regression of the 
cancer. Regression in soft tissue and pleural, peritoneal, 
hepatic and osseous metastases occurred for more than 
86 months. The best response was seen in patients (1) 
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who were between 40 and 65 years old; (2) with a 
prolonged interval between radical mastectomy and onset 
of metastasis; (3) with a specific histological type of 
tumour; (4) with a high titre of cestrogenic substances 
in the urine. The microscopic appearance of the most 
sensitive type was an adenocarcinoma composed of 
spheroidal cells of a described character. Burns PLEWES 


Significance of Solitary Nontoxic Thyroid 
Nodules. 


VANDER, J. B., Gaston, E. A. AND DAWBER, 
T. R.: New ENGLAND J. MeEp., 251: 970, 1954. 


Much difference of opinion exists as to the frequency of 


_.garcinoma in solitary nontoxic thyroid nodules. Such 


nodules were present in 159 cases (3.0%) of 5,234 
adults of Framingham, Mass., during an epidemiologic 
investigation of cardiovascular disease. The female to 
male ratio in the 159 cases with nodules was five to 
one. No malignant change was found in 28 nodules 
surgically removed and there has been no clinical 
evidence of carcinoma in any of the others, all of which 
have been carefully followed up for periods up to five 
years. 
This study would constitute strong evidence in favour 
of the benignity of solitary nontoxic thyroid nodules. 
NorMan S, SKINNER 


Hyperparathyroidism Due to Parathyroid 
Adenoma. 


Barrp, I. M., Graincer, R. aNp ROWLANDs, 
B. C.: Brir. J. Surc., 42: 140, 1954. 


In early hyperparathyroidism, a solitary bone cyst, mye- 
loid tumour or epulis may precede the fully fevcleaeel 
osteitis fibrosa cystica. The polyuria resulting from 
hypercalcuria may simulate diabetes. If such signs were 
investigated biochemically, especially when Sulkowitch’s 
test shows hypercalcuria, many cases of parathyroid 
adenoma would be detected before fractures and kidney 
damage are severe. Overproduction of parathormone 
causes elevation of serum and urinary calcium levels, 
fall in serum and increased urinary phosphate levels and 
a rise in serum phosphatase level. 

Six cases are reported and work in this field since 
Collip’s discovery is discussed. 

The radiological changes are important; subperios- 
teal resorption of bone an generalized osteoporosis seem 
always present in fully developed cases. The authors 
emphasize the x-ray picture of the phalanges. 

Usually the site of the adenoma is not demonstrable 
clinically, After removal of the adenoma, bone pains dis- 
appear immediately, and urinary calcium and_phos- 
phorus levels return to normal. Tetany may occur where 
there are advanced bone lesions and is controlled by the 
administration of calcium. Oliguria following the opera- 
tion is temporary and controllable. Burns PLEWES 


The Function of the Clavicle. 


Axssott, L. C. aNp Lucas, D. B.: ANN. SuRG., 
140: 583, 1954. 


Various surgeons are quoted to show that for the best 
results after removal of the clavicle no attempt should 
be made to repair the defect, for very little disturbance 
of function results. Complete absence of the clavicle 
appears to cause no real disability. The movements of 
the clavicle are described. It functions as a prop to hold 
the scapula away from the body, as an origin and in- 
sertion of muscles, as a protection for the subclavian 
vessels and brachial plexus, and as a means of supporting 
the scapula via the coracoclavicular ligament ce the 
trapezius muscle. The latter function is probably the 
most important. 
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Anatomical studies lead to a discussion of partial ex- 
cision of the clavicle. Either or both ends of the bone 
may be removed if the coracoclavicular and costo- 
clavicular ligaments remain intact. The medial two-thirds 
is also resectable if the coracoclavicular ligament re- 
mains. The. lateral two-thirds may be resected, leavin 
the sternomastoid attachment, as may the middle thir 
to expose the structures at the root of the neck. The 
entire bone may be removed; dysfunction is then slight 
if the muscles are sutured together. 

The surgical approach to and anatomy of the clavicle 
are described. It is concluded that it is a “surplus bone” 
and expendable. Burns PLEWES 


Some Practical Aspects of Anticoagulant 
Therapy. 


LOWENSTEIN, L. AND SHapiro, L.: A. M. A. 
Arcu. Surc., 70: 98, 1955. 


At the Royal Victoria Hospital, anticoagulant therapy 
is directed by a team from the hematology service. 
Heparin is given every four hours intravenously and ad- 
ministration controlled by the Lee-White three-tube 
clotting time test at specified times. The importance of 
the methods of estimating and reporting prothrombin 
times for the control of dicoumarol and Tromexan (ethyl 
biscoumacetate) is emphasized. Phenindione, Warfarin 
sodium and cyclocoumarol were also used. The Quick 
method for prothrombin time, freshly absorbed pro- 
thrombin and factor VII free plasma are recommended 
in obtaining the percentage prothrombin activity. 
Burns PLEWES 


Correlation of Surgical Pathology with 
Telepaque Cholecystography in Doses of Two 
Grams. 


WuiteHouse, W. M.: Surc., GyNec. & OBst., 
100: 211, 1955. 


An oral cholecystographic medium is only valuable to 
the extent that it can predict the presence or absence 
of inflammatory disease and calculi in the gallbladder. 
The present study was of a series of 124 cases in which 
Telepaque was used in two gram doses. Of these, 121 
were cases of cholecystitis, one was a case of carcinoma of 
gallbladder, one a case of carcinoma of pancreas and 
one a hamartoma. The final figure of 99.2% accuracy 
was the result of a correlation of radiographic findings 
with surgical judgment and clinical evaluation, and was 
not arrived at by x-ray findings alone. Poorly or non- 
visualized gallbladders suggest chronic inflammation and 
the possible presence of stone. If calculi can be seen, 
even though the visualization of the gallbladder may be 
better, chronic inflammation can be inferred. 


There were 50 cases of non-visualization of the gall- 
bladder, and six of these organs contained radio-opaque 
stones. At operation 45 were proved to have stones, and 
49 had intrinsic gallbladder disease and one extrinsic 
disease. In 27 cases, visualization of the gallbladder was 
faint. Of these, 21 showed stones on the films, and 23 
had stones at operation, while all 27 showed varying 
degrees of chronic cholecystitis. Where visualization is 
faint or absent, a repeated routine dose of dye should be 
used if surgery is contemplated. Faint visualization or 
absence of visualization is almost 100% indicative of 
biliary tract disease. 

Visualization of the gallbladder was good in 44 cases; 
42 of these showed stones also, and in one additional 
case stones were found at operation. The latter showed 
no cholecystitis but the other 48 cases did. Visualization 
was excellent in three cases, all of which showed stones, 
later found at operation, and associated with cholecys- 
titis. ALLAN D. PoLLock 


~ 
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Epithelioma Cuniculatum. 
Airp, I. et al.: Brrr. J. Surc., 42: 245, 1954. 


Several cases of a tumour of the foot not heretofore 
noted in the literature are described as a variety of 
squamous carcinoma peculiar to the foot. The tumour 
is a bulbous mass covered with skin on the sole of the 
forefoot. There are many sinuses, each opening at the - 
apex of a bulge exuding foul-smelling, greasy material. 
The tumour extends through the foot, appearing on the 
dorsum. 

In discussing its nature, implantation dermoid, der- 
moid cyst and plantar wart are discarded and the 
characteristics are attributed to the weight-bearing site. 
No metastases were found. Amputation was necessary 
because of extensive local invasion. For confident histo- 
logical diagnosis a large biopsy is needed. 

Burns PLEWEsS 


PAEDIATRICS 


Le traitement de la Méningite Tuberculeuse 
et TI.N.H. 

(Isoniazid Treatment of Tuberculous 
Meningitis) 

Despre, R. et al.: Presse Mep., 63: 41, 1955. 


After the use of isoniazid in a series of 171 cases of 
tuberculous meningitis, the authors conclude that it is 
a much more valuable drug than streptomycin in this 
condition, and that enough evidence is available to 
justify modifications in therapeutic technique. Whereas 
of 309 children who did not receive isoniazid at the 
start of treatment 124 died (40%), only 28 (15%) out 
of 171 treated with isoniazid died. Where it was pos- 
sible to give isoniazid at once on admission, 26 out of 
27 children surviv A small series have received no 
streptomycin but only 15 mgm. isoniazid per kg. daily 
in three divided doses and 300 mgm. PAS daily in one 
dose. Results were encouraging, but the authors do not 
recommend abandoning general use of streptomycin. 
Intrathecal injections of the latter are still used at the 
beginning of treatment of all but the very early cases. - 


Chlorpromazine, A Useful Antiemetic in 
Pediatric Practice. 


STEIGMAN, A. J. AND VALLBONA, C.: J. PEDIAT., 
46: 296, 1955. 


Chlorpromazine, apparently through a central action, 
abolishes vomiting due to causes other than obstructive 
disease of the alimentary tract. The authors have ob- 
served strikingly favourable results in 75% of 90 infants. 

The daily dose, oral when feasible, was usually 2 mgm.- 
/\b. in four equal doses, administered for two or three 
days. Intramuscular injection of half the calculated oral 
dose gives prompt results, and may be repeated in four 
hours if vomiting persists. A slight sedative effect was 
noted in 25% of the cases, and mild abdominal disten- 
sion in nearly as many. I. J. Patron 


Liver Therapy of Stomatitis in Children. 


Kerrer, W. E. ANp ARNOLD, J. H.: Arcu. 
Pepiat., 71: 392, 1954. 


The authors have found daily intramuscular injections 
of 1 or 2 c.c. of crude liver extract to be valuable in 
the treatment of infectious gingivo-stomatitis, Vincent’s 
oropharyngitis and catarrhal stomatitis of the newborn. 
The band of redness and swelling on the gums narrows 
from day to day. 

In 42 of 44 cases of infectious gingivo-stomatitis, cure 
resulted after one to nine days of treatment. Two chil- 
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dren with neglected infection required 10 and 11 doses. 
Vincent’s infection responded in the same way, and new- 
born infants with catarrhal stomatitis usually required 
only one or two injections of 0.5 c.c. each. No local 
applications are needed. Liver extract is also useful 
where there is an element of vitamin deficiency, as in 
chronic debilitating disease. I, J. PATTON 


Interstitial Plasma Cell Pneumonia. 


STERNBERG, S. D. AND RosENTHAL, J. H.: J. 
Pepiat., 46: 380, 1955. 


What appears to be a new type of pulmonary disease, 
occurring in infancy, has been reported from Europe 
with increasing frequency since 1938, and_ has recently 


been recognized on this continent. The death rate in -- 


some reported series has been as high as 50%. The 
authors report four cases observed by them in Germany, 
all with survival. 


The etiology of interstitial plasma cell pneumonia is 
unknown, but there is some evidence to suggest a fungal 
origin, and the intravenous administration of vitamin 
K; (acetylated), which has fungicidal activity, appears 
to be of benefit. The condition occurs most frequently 
and severely in premature or dystrophic infants. The in- 
cubation period is thought to be between four and six 
weeks. 

The disease may be asymptomatic, and recognized 
only by x-ray examination of contacts. It usually begins 
with loss of appetite, listlessness or restlessness, and 
sometimes vomiting. Rapid breathing, dyspnoea and cya- 
nosis develop gradually. There is rarely fever or cough, 
and there may be no weight loss. Rhinitis and diarrhoea 
have been noted early. Death may come unexpectedly, 
after only two or three days of apparent illness. 

Physical examination usually shows nothing abnormal 
in the lungs. Showers of rales may be heard later in the 
disease. Laboratory findings are essentially negative, ex- 
cept for a leukocytosis of 15,000 to 20,000 with normal 
differential count. 


Roentgenographically, there is bilateral uniform milky 
haziness, from the hilum to the periphery. This slowly 
clears, but streaks of fibrosis can be seen as much as six 
months later. 


At autopsy, the lungs are pale grey, heavy, and almost 
airless. There is often mediastinal emphysema, and 
occasionally spontaneous pneumothorax. The alveoli are 
filled with exudate, and there is interstitial infiltration by 
mononuclear cells closely resembling plasma cells. 


I. J. Patron 


DERMATOLOGY 


The Cutaneous Manifestations of Polyarteritis 
Nodosa. 


LYELL, A. AND Cuurcu, R.: Brit. J. DERMAT., 
66: 335, 1954. 


The skin is involved in about 25% of cases of poly- 
arteritis nodosa. These manifestations are discussed 
under six headings: (1) Nodules in the skin and sub- 
cutaneous tissue are present in approximately 20% of 
all cases. The nodules tend to occur in groups, often 
along the course of an artery, and may number up to 
50. They may occur in crops, and persist varying 
lengths of time. (2) Ecchymosis resulting from rupture 
of an aneurysm or weakened arterial wall is a character- 
istic, but rare, feature of the acute stage. It is often 
symmetrical and followed by gangrene. (3) Various 
acute exanthemata accompany the acute stage of this 
disease; purpura is the most common. An erythema 
multiforme type of eruption may also occur., (4) 
(Edema is present in 50% of the cases. (5) Livido 
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reticularis (a circulatory disturbance producing a “blue 
lace” effect on the skin) is found almost exclusively in 
the chronic phase. However, it is found in some normal 
persons on exposure to cold, and is therefore not diag- 
nostic. (6) Ulceration of varying extent and severity may 
also be present. 

Three cases are presented. In each case biopsy of a 
subcutaneous nodule revealed polyarteritis nodosa. In 
only one of the cases was there any evidence of “vis- 
ceral” involvement. The authors conclude that there are 
two forms of polyarteritis nodosa. One is a cutaneous 
form with livido reticularis, ulceration, muscle pains and 
cedema. The other is a visceral form in which the skin 
is involved inconstantly and incidentally by exanthemata, 
ecchymoses or gangrene. Subcutaneous nodules are 
found in both forms. ROBERT JACKSON 


Accidents Cutanés Présentés par le Personnel 
Infirmier des Hépitaux Psychiatriques 
Manipulant la Chlorpromazine, leur 
Prévention. 

(Cutaneous Reactions Shown by Employees of 
Psychiatric Hospitals Handling Chlorpromazine, 
and their Prevention.) 


TusquEes, J. AND Gamss, A.: ANN. MEDICO- 
PsYCHOLOGIQUES, 112: 229, 1954. 


Following the continuous treatment of psychiatric 
pee with chlorpromazine for four to five months, 10 
ospital employees developed a contact dermatitis from 
the drug. All of the 10 had positive patch tests. The 
dermatitis started on the hands and then spread to other 
areas. Once an employee is sensitive, merely dressing the 
patients who are receiving the drug, or washing their 
linen, is enough to cause a recurrence. Dermatitis also 
flared up in a sensitive individual after exposure to 
another employee still giving the drug. The injectable 
form caused more cases than the tablets. In the medical 
services, where the drug was used only occasionally or 
over short periods of time, no cases of contact derma- 
titis were found. 


Prevention of the dermatitis is possible by the use of 
strict precautionary measures. Rubber gloves, gowns and 
glasses are to be worn while preparing and giving the 
injections. Only non-sensitive individuals (as shown by 
patch testing) are to be employed for this procedure. 
All patients receiving chlorpromazine are to be kept in 
a separate room. All materials used are to be kept, 
cleaned and stored separately. It has been ruled an 
occupational disease. In the discussion a case of chlor- 
promazine dermatitis was reported in a patient. 


ROBERT JACKSON 


Trends in Scabies. 


Epstremn, E.: A. M. A. Arcn. Dermat. & 
Sypu., 71: 192, 1955. 


Scabies is becoming a rarity in North America, Western 
Europe, and as far west as Japan. This view is based on 
the author’s private practice, in which the incidence of 
scabies expressed as a percentage of new patients has 
fallen from 8.2% in 1946 to 0.15% in 1953; on the de- 
crease of scabies in the U.S. Army from 9.79% in 1946 
to 0.47% in 1953; and on the results of a questionnaire 
sent to dermatologists all over the world. This decrease 
has occurred despite the wartime conditions in Korea. 
Various reasons are proposed and discussed as a possible 
cause for the decrease. These include better hygiene, 
better treatment and diagnosis, less travel, ny due 
to the epidemic during the second World War, c ange 
in flora of the skin, and new laundering methods. The 
author feels that the only reason with any merit is the 
last one. He suggests that the detergents may be stronger 
scabicides than the ordinary soaps. RoBERT JACKSON 
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OBITUARIES 


DR. ARMAND BEAUDOIN, of Saint-Lin des Lauren- 
tides, Que., died on May 28 at the age of 72. Born at 
Haut-de-la-Riviére, Saint-Lin, Dr. Beaudoin was educated 
at Assumption College and was admitted to the practice 
of medicine in 1909. He had practised continuously at 
Saint-Lin. He is survived by his widow. 


DR. JAMES R. COX, a practising physician in Windsor, 
Ont., for the past 28 years, died unexpectedly on May 3. 
He was 78. A native of Ottawa, Dr. Cox graduated from 
McGill University in 1900. In 1903 he ame a mis- 
sionary for the United Church of Canada, serving three 
terms in the province of Sze Chuan, West China. He 
returned to Canada in 1926 and took up practice in 
Windsor, where he was active until the time of his 
death. He is survived by his widow and three daughters. 


DR. ARCHIBALD STUART DUNCAN, a medical prac- 
titioner in London, Ont., for the past 44 years, died 
in Victoria Hospital on May 24 after a week’s illness. 
He was 68. Dr. Duncan, who was born at Dutton, Ont., 
graduated in medicine from the University of Western 
Ontario in 1911 as silver medallist. In 1913 he opened 
_ at 849 Dundas St., London, where he had had 

is home and office ever since. He was a member of the 
College of Physicians and Surgeons of Ontario. Dr. 
Duncan represented London riding in the Ontario Legis- 
lative Assembly from 1934 until 1943, being re-elected 
in 1987. He was unmarried and is survived by a sister. 


DR. ROBERT ELLIOTT, who had practised medicine 
in the Eastern Townships of Quebec for the past 45 
years, died at his home in Marbleton, Que., on May 28 
at the age of 75. Dr. Elliott, who was born at East. Clif- 
ton, had practised in several Eastern Townships communi- 
ties. After graduating from McGill University he prac- 
tised for a while in Hemmingford. From there he went 
to Ormstown, Sawyerville, and Bishoptown, finally settling 
in Marbleton. A fourth-generation Canadian, Dr. Elliott 
was the great grandson of one of the first Scottish 
families to settle in the Leeds district. He is survived 
by his widow, two-sons and two daughters. 


DR. OMER FAUBERT, a native of Rigaud, Que., where 
he had practised his profession for the past 45 years, 
died at his home on May 31. He was 67. Dr. Faubert 
was a graduate of the University of Montreal. He was 
president of the Rigaud Chamber of Commerce and a 
former president of the Canadian Red Cross Society for 
the Vaudreuil-Solanges district. Surviving are his widow, 
one daughter and two sons. 


DR. S. E. FLEMING, 88, pioneer resident of Sault Ste. 
Marie, Ont., died at his home in that city on May 14. He 
was born in Perth County, near Sicatford, Ont., and 
taught school for three years before studying medicine. 
After graduating from the University of Toronto in 
1895, Dr. Fleming practised medicine in Webhwood 
before opening an office in Sault Ste. Marie in 1897. He 
was active in medical circles for 50 years, retiring in 
1948. He served as public school health officer until 1950. 
Dr. Fleming was active in Y.M.C.A. work, having served 
for 10 years as president of the board of directors. He 
is survived by his widow, two sons, and two daughters. 


DR. LAURENT W. GENEST of Hull, Que., died in 
hospital on June 5 after a long illness. He was 58. Dr. 
Genest, who was born in Ottawa, attended the Uni- 
versity of Ottawa before taking his doctorate at Laval 
University. After his return from Paris, where he took 

stgraduate work, he practised in Ville Marie, Que., 
or 10 years. Surviving are his widow and a sister. 


DR. MISHA HERTZBERG, of London, Ont., died in 
Victoria Hospital on May 15 at the age of 73. For 
several years he had been a member of the medical staff 


of Beck Memorial Sanatorium at Byron. A native of 
Latvia, Dr. Hertzberg escaped from Germany _ to 
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England early in World War II and came to Canada 
in 1941. He was a psychiatrist on the staff of the 
Ontario Hospital at Penetanguishene until 1945, when he 
moved to the Ontario Hospital at London. Before the 
war he was a medical officer with the immigration 
offices in Danzig of the United States and Canadian 
governments. He also served as a medical officer at the 
Atlantic conference of Roosevelt and Churchill early in 
the war. He is survived by one son. 


DR. ARNOLD WILLIAM MACPHERSON, former St. 
Thomas, Ont., physician and councillor, died at his home 
in Toronto on May 5 at the age of 62. Dr. Macpherson, 
who was born in St. Thomas, graduated from the Uni- 
versity of Toronto in 1918. During World War I he 
served as captain in charge of the internment camp at 
Kapuskasing, Ont. After the war he set up practice at 
St. Thomas. In World War II he served as a major at- 
tached to military hospitals in Toronto, Brockville and 
Ottawa. Up to the time of his death he had been on 
the staff of Sunnybrook Hospital in Toronto. Surviving 
are his widow, a son, and four daughters. 


DR. FRANCIS MOORE, medical officer of health for 
Collingwood Township for many years, died at Thorn- 
bury, Ont., on May 17 at the age of 84. Dr. Moore, 
who was born at Heathcote in Collingwood Township, 
graduated in medicine from the University of Toronto in 
1898 and practised at Clarksburg for 45 years, until his 
retirement to Thornbury in 1946. There at his home 
on the bank of the Beaver River he followed his hobbies 
of flower cultivation and of oe verse, until a few 
days before his death. He was predeceased by his wife 
and by his son, Dr. Edwin A. Moore of Toronto. A 
daughter and a brother survive. 


DR. CHARLES S. MORTON of Halifax, Nova Scotia, 
died in the Halifax Infirmary on May 12 at the age of 
78. A native of Wallace, Cumberland County, Dr. 
Morton was a son of the late Rev. A. D. and Lillian 
Morton, and practised in Halifax from 1908 until his 
retirement in 1945. Dr. Morton graduated M.B. from the 
University of Toronto in 1901, and later did postgradu- 
ate work in Edinburgh. He was a Fellow of the Royal 
College of Surgeons and of the American College of 
Surgeons, served as Professor of Obstetrics and Gyne- 
cology at Dalhousie University, and was for many years 
on the staff of Halifax Infirmary and Grace Maternity 
Hospital. He was also a past president of the Halifax 
Medical Society, member of the Provincial Medical 
Board, and examiner for the Medical Council of Canada. 
He is survived by his son, Dr. H. S. Morton, the Mont- 
real surgeon. 


A colleague writes: 


Dr. Charlie Morton was an outstanding personality, a 
friendly man with progressive ideas and an openness of 
mind which he retained to the end of his life. He was 
the type of man with whom one felt instantly at ease, 
even after a separation of years. He was devoted to the 
cause of Canadian medicine, to which he brought a 
broad, nationwide outlook. Even last October, when he 
attended the Winnipeg meeting of the Royal College of 
Physicians and Surgeons, he was still full of interest 
in the future of medicine. 


DR. ALBERT HENRY NICHOL, a well-known phy- 
sician of Listowel, Ont., died in Montreal on April 5 
after a long illness. He was in his 86th year. Dr. Nichol, 
a graduate of the University of Toronto, carried on a 
medical practice in Listowel for many years. He is 
survived by his widow and two daughters. 


DR. J. L. H. PAGE, general practitioner of St. Hyacinthe, 
Que., for more than years, died on June 2 after a 
short illness. He was 82. Born at St. Denis-sur-Richelieu, 
he studied at Sherbrooke and St. Hyacinthe before gradu- 
ating in medicine from the old Laval University in 
Montreal. Before establishing a permanent practice in 
St. Hyacinthe in 1904 he practised in the Eastern Town- 
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ships of Quebec. Dr. Pagé served as an alderman from 
1925 to 1927 and was mayor of St. Hyacinthe from 1930 
to 1932. His widow survives. 


DR. WILLIAM HENRY THORPE PEAKE died at his 
home in Transcona, Man., on May 11 at the age of 80. 
Born in Fenella, Ont., he was educated at Albert College, 
Belleville, and Trinity Medical College, Toronto. His was 
the last class to graduate before Trinity College amal- 
gamated with the University of Toronto. In 1902 he 
went west and practised for two years in Alberta before 
going to the Winnipeg area. In 1910 he settled in 
Transcona, where he was appointed medical officer for 
the Canadian National Railways shops and later became 
district medical officer for the C.N.R. For 40 years he 
was medical health officer for Transcona and provincial 
coroner. Surviving are his widow, a son and a daughter, 
a grandniece and seven grandchildren. 


DR. WILLIAM HENRY PHILP, one of Toronto’s oldest 
practising physicians, died on May 9 after 65 years 
service in medicine. After graduating from the University 
of Toronto in 1890, Dr. Philp practised for a time in 
Arthur and Arkansas before establishing practice in 
Toronto in 1912. He is survived by his widow and two 
sons, Dr. W. Wesley Philp and Mr. Fred R. Philp. 


DR. HANNA REID, 85, one of the early women gradu- 
ates in medicine at the University of Toronto, died in 
the Women’s College Hospital, Toronto, on May 27 
after a short illness. Born near Orangeville, Dr. Reid 
graduated from the University of Toronto in 1905. She 
planned to make school-teaching her profession, but after 
a short spell of teaching she returned to the University 
to study medicine. She had practised in Toronto for 
almost 50 years, and this year was to have been awarded 
an honorary doctorate of medicine from the University 
of Toronto, along with other members of her class of 
1905. She is survived by two sisters, one of whom is 
Dr. Minerva Reid, one of the original members of the 
Board of Directors of the Women’s College Hospital, 
Toronto, and chief surgeon from 1918 to 1928. 


DR. ALEXANDER SINCLAIR, 79, a prominent phy- 
sician of Sault Ste. Marie, Ont., and international 
authority on thyroid surgery, died on May 30. For his 
accomplishments in thyroid surgery he was awarded a 
fellowship in the American College of Surgeons in 1922 
and a fellowship in the International College of Sur- 
geons in 1954. Six weeks ago he was honoured by the 
Sault Ste. Marie Medical Society for completing 50 
years in the practice of medicine. Born at Kilsyth, Ont., 
he graduated from the University of Toronto in 1904. 
After working for two years as doctor in various lumber 
camps he went to England for postgraduate studies at 
Guy’s Hospital, London, where he obtained the diplomas 
of M.R.C.S. and L.R.C.P. He went to Sault Ste. Marie 
in 1910, and it was there that he began the study of 
thyroid disease. In 1935 he went to Switzerland and 
other medical centres to further his studies. In 1911 he 
organized the Sault Ste. Marie Medical Society and was 
its first president, holding office until 1921. He is sur- 
vived by his widow and two sons, Dr. Alexander 
Sinclair, a brain surgeon, and Mr. Donald B. Sinclair, 
both of Sault Ste. Marie. 


DR. WILLIAM ROY STACKHOUSE died at his home 
in Ridgeway, Ont., on May 20 after a short illness. He 
was born at Westfield, Ont., on October 5, 1877. Follow- 
ing graduation from Queen’s University he enlisted and 
served as a captain in World War I. On his return from 
overseas he established a medical practice at Ridgeway. 
Dr. Stackhouse is survived by his widow, a son and two 
daughters. 


DR. WILLIAM FREE STEVENSON of Belmont, Man., 
died at his home on May 19. Born in 1873 near Hastings, 
Ont., he went to Manitoba in 1890 and graduated from 
Manitoba Medical College in 1907. He practised ,con- 
tinuously at Belmont from May of that year until his 
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retirement in 1948. He was a former president of the 
College of Physicians and Surgeons of Manitoba. Surviv- 
ing him are his widow and two sons, one of whom is 
Dr. H. C. Stevenson of Minnedosa. A third son was 
killed in 1941 while serving with the R.C.A.F. 


DR. I. D. TALMOSSE, senior practising physician at 
Coaticook, Que., died on April 11 at the age of 65. Al- 
though he had been seriously ill for some time with a 
heart condition, he remained in practice until the time 
of his death. Dr. Talmosse graduated in medicine from 
the University of Montreal in 1912 and then entered 
practice at Sudbury, Ont., with Dr. Hurtubise. In 1916 
he moved to Coaticook, where he practised his profes- 
sion for the next 39 years. He is survived by his widow, 
three sons and six daughters. One son, Dr. Francois 
Talmosse, is attached to Nétre Dame Hospital, Montreal, 
and- another son, Mr. Roger Talmosse, is a student in 
medicine in Montreal. 


Dr. FREDERICK JAMES BULLER 
AN APPRECIATION 


The death of Dr. Buller of Vancouver on April 23 at 
the age of 78 marks the passing of a very eminent 
member of the B.C. medical profession, and one who 
will be sorely missed by a great many people in Van- 
couver. He had practised his profession in that city for 
more than 45 years, and was within a few weeks of cele- 
brating the fiftieth anniversary of his graduation in June 
1905. He had planned to attend a reunion of the sur- 
vivors of his class in medicine (Toronto 1905) during the 
joint meeting of the British and Canadian Medical As- 
sociations, held in that city in June of this year. 

Fred Buller came of good Canadian stock, his family’s 
residence in Canada extending back several generations. 
He grew up in Campbellford, Ont., went to school there, 
and later to Jarvis Collegiate School, Toronto; then went 
to Toronto University, where he took his B.A., and then 
went into medicine. 

An uncle of his, Dr. Frederick James Buller, who prac- 
tised in Montreal over the turn of the century, was a 
famous ophthalmologist (the Buller eye shield is one of 
his many contributions to his specialty), and a whole 
generation of McGill students remember him as a great 
teacher and a vivid personality. 

After practising in Latchford, Ont., for three years, 
Fred came to Vancouver, where he proceeded to pick 
out about the toughest spot in which to practise in that 
young and very or rw city. This was at Central 
Park, at the extreme eastern part of the city, where it 
joins Burnaby, which was then merely a village. But 
this area’ was growing rapidly, and patients were soon 
many. It was a hard practice to carry on; roads were 
very bad, and in the wet Vancouver winter apt to become 
bogs; cars were not then numerous, and few doctors had 
one (the roads were practically impassable to cars any- 
way), and Dr. Buller had to depend a good deal on his 
own legs to carry him to his patients’ homes. The street 
car service was surprisingly good, and this helped a great 
deal. For night work and longer trips the doctor rode 
horseback. But it was not an easy life. 

This, however, did not daunt him at all, and he rapidl 
became well-known and beloved in his neighbourhood. 
He was always ready to answer calls, day or night, and 
his reputation grew. A small token of the esteem in 
which he was held is to be found in the fact that his 
name was given to a street in the area. 

In August 1910, he married Miss Sarah Janette 
Howard, a step which brought him long years of happi- 
ness with a wife who gave him unmeasured help and 
devotion, and who survives him. To them were born 
several children, of whom one daughter and two sons 
are alive today. No doubt the added responsibilities of a 
family influenced Fred Buller to move to the downtown 
area of Vancouver, where he opened an office. He became 
a member of the Vancouver General Hospital staff and 
a life member of the hospital, and was on the staffs of 
St. Paul’s and Grace Hospitals. He was a member of 
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the Vancouver Medical Association, and became its presi- 
dent in later years. He was always an active member of 
this body, and, shortly before /his decease, received the 
degree of “Prince of Good Fellows,” the highest personal 
honour that the Association has to bestow. Mere skill and 
clinical ability cannot win it for a man; it is a token of 
affection as well as of respect, and is given only to men 
who, in the words of the Diploma, translated from the 
Latin original, “by their actions have proved themselves 
to be worthy of the highest honour, in that they have 
served their country and their profession well.” 

So much for what his profession thought of him. Those 
whom for nearly fifty years he served so well and so 
faithfully would have much to add to this. He was a 
“family” physician of the best type, with all that it im- 
plies. To those who put their lives and confidence in 
his hands, he was more than merely a dispenser of advice 
and prescriptions—he was their “guide, counsellor and 
friend,” and his wisdom and sympathy were given un- 
grudgingly. The packed church in which his funeral 
services were held. testified to the love and affection of 
those who had known him in life and been helped by 
him; and the long list of pallbearers, chosen from amongst 
his older friends, all of whom were glad and proud to 

ay this last tribute, was another sign of the firm talent 
or friendship that this man had. He was a man who 
gave all he had to give, to any who asked for or needed 
his help. Personally, he was as such a man must be, 
genuine, humble, of high integrity, and generous of him- 
self to any good and worthy cause. 

Besides his immediate family he is survived by three 
sisters and seven grandchildren. J.H.M. 


Dr. Poitier BURNETT 
An APPRECIATION 


DR. PHILIP BURNETT, D.S.O., M.A., M.D., C.M., 
M.R.C.P., -F.R.C.S.(Lond.), whose obituary notice ap- 
peared in the May 1 issue, was a pioneer of modern 
dermatology in Canada. 

The list of his mentors in dermatology included many 
of the illustrious great of our specialty. In Great Britain, 
Dr. Galloway, Sir Norman Walker, Sir Malcolm Morris 
and Dr. MacLeod showed him much kindness, and he 
formed a lasting friendship with Dr. MacLeod which was 
only terminated early this year by the death of his old 
chief. Brocq, Darier, Sabouraud and Gaucher moulded 
his dermatological thought during his studies in Paris. 
Unna and Joseph greatly aided him while he sojourned 
in Germany, and he many times recalled the fruitful days 
spent with Neisser in Breslau. Further work done under 
Ehrmann and Riehl, and with others in Vienna, brought 
back to him in later years memories of happy days in 
that then carefree country. 

Proceeding overseas with No. 6 Field Ambulance 
R.A.M.C. in 1914, Major (later Colonel) Burnett served 
with distinction during the whole period of hostilities. 
At the Somme, after Colonel Bly Campbell had been 
killed in action, “Major Burnett took command of the 
bearers at the front and for 48 hours carried out his 
duties with skill and determination under heavy fire”; 
for this he was awarded the D.S.O. 

Dr. Burnett was instrumental in establishing in 1904 
the first skin clinic at the Royal Victoria Hospital, and 
became in later years its dermatologist-in-chief. McGill 
University appointed him Clinical Professor of Dermat- 
ology in 1931. Reaching the age of retirement in 1942, 
he expressed a willingness to continue on active staff to 
help out the acute manpower shortage both in hospital 
and university, but ill health prevented his doing this. 

For nearly 40 years Dr. Burnett instructed successive 
generations of McGill medical students in the intricacies 
of clinical dermatology. His teaching acquired a forceful 
style and he crystallized essential points in the students’ 
minds by wie, home his points with humorous touches. 
A modest man, he shunned publicity and because of his 
retiring nature was loath to participate in medical as- 
semblies. He was essentially a clinician, and at bedside 
clinics shared his vast store of experience generously 
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with his interns and staff. He gave freely of himself to 
the care of the indigent sick oe derived greater pleasure 
from caring for his public patients than ,he did from 
practising amongst his well-to-do clientele. 

Dr. Burnett was a man’s man. He lived for his holi- 
days, fishing and hunting in the Laurentian woods, and 
for week-ends at his small farm at Woodlands. A 
bachelor, his fondness for children was evidenced by 
the large assortment of toys he kept in his office to 
assuage their fears during their medical visits. Today, 
adults whom he treated in their youth fondly remember 
this kindly doctor of the old school. 

Dr. Burnett lived to see the specialty which he had 
pioneered in Montreal rise to a high place in medicine. 
The wisdom and fatherly touch of “The Chief” will be 
sorely missed by all of us. L. P. Ereaux, M.D. 





FORTHCOMING MEETINGS 


CANADA 


CANADIAN PuBLIC HEALTH ASSOCIATION AND ALBERTA 
Pusiic HEALTH AssociATION, Conjoint Meeting, Edmon- 
ton, Alta. (Dr. William Mosley, Honorary Secretary, 150 
College Street, Toronto 5, Ont.) September 6-8, 1955. 


CANADIAN SOCIETY FOR THE STupy OF FERTILITY, Royal 
York Hotel, Toronto, Ont. (Dr. Earl R. Plunkett, Secre- 
tary Treasurer, Canadian Society for the Study of Fer- 
- 469 Waterloo Street, London, Ont.) October 6-8, 


UNITED STATES 


ANNUAL ASSEMBLY IN OTOLARYNGOLOGY, University of 
Illinois — of Medicine, 1853 West Polk Street, 
Chicago 12, Illinois. (Dr. F. L. Lederer, Professor and 


— of the Department.) September 19-October 1, 


ANNUAL MEETING OF THE AMERICAN ACADEMY FOR 
CEREBRAL Patsy, Memphis, Tennessee. (Dr. R. A. 
Knight, Secretary-Treasurer, 869 Madison Avenue, 
Memphis 3, Tenn.) October 10-12, 1955. 


AMERICAN HEART ASSOCIATION, Annual Meeting and 
Twenty-Eighth Annual Scientific Session, Jung Hotel, 
New Orleans, Louisiana. (The Medical Director, 
American Heart Association, 44 East 23rd Street, New 
York 10, N.Y.) October 22-26, 1955. 


INTERNATIONAL ANAESTHESIA RESEARCH SOCIETY CON- 
GREss, Washington, D.C. (Dr. William Friend, 515 
Nome Avenue, Akron, Ohio.) October 24-27, 1955. 


INTER-SOCIETY CyToLocy CounciL, 3rd Annual Meeting, 
Statler Hotel, Cleveland, Ohio. (Dr. P. F. Fletcher, 
Secretary-Treasurer, 634 N. Grand Blvd., St. Louis 3, 
Mo.) November 11-12, 1955. 


AMERICAN Pusiic HeEattH AssocriATION, INc., 83rd 
Annual Meeting and Meetings of Related Organiza- 
tions, Kansas City, Missouri. (The American Public 
Health Association, Inc., 1790 Broadway, New York 19, 
N.Y.) November 14-18, 1955. 


OTHER COUNTRIES 


ConcGrREss OF INTERNATIONAL ASSOCIATION OF APPLIED 
Psycuo.tocy, London, England. (Dr. C. B. Frisby, 
President, National Institute of Industrial Psychology, 14 
Welbeck Street, London, England.) July 18-23, 1955. 


SIXTEENTH CONGRESS OF THE INTERNATIONAL SOCIETY 
or Surcery, Copenhagen, Denmark. (Dr. Hasner, 7 
Blegdamsvej, Copenhagen. ) July 24-31, 1955. 
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Sixt INTERNATIONAL ANATOMICAL CONGRESS, Paris 
France. (Prof. Gaston Cordier, Secretary-General, 45 
rue des Saints-Péres, Paris 6e, France.) July 25-30, 1955. 


FourRTEENTH BRITISH CONGRESS OF OBSTETRICS AND 
Gynzco.Locy, Oxford, England. (The Secretary, 14th 
British Congress of Obst. and Gyn., Maternity Dept., 
Radcliffe Infirmary, Oxford.) July 27-30, 1955. 


Tump INTERNATIONAL CONGRESS OF BIOCHEMISTRY, 
Brussels, Belgium. (Prof. C. Liébecq, Secretary-General, 
17 Place Delcour, Liége, Belgium.) August 1-6, 1955. 


INTERNATIONAL CONGRESS OF PLAstTic SuRGERY, Stock- 
holm and Uppsala, Sweden. (Dr. Tord Skoog, General 
Secretary, Uppsala University, Sweden.) Stockholm, 
August 1-4, and Uppsala, August 5, 1955. 


Unrrep NaTIONS CONFERENCE ON THE PEACEFUL USES 
or Atomic ENnercy, Geneva, Switzerland. (Prof. Walter 
G. Whitman, United Nations, Palais des Nations, 
Geneva.) August 8-20, 1955. 


CENTRAL CouNCcIL FOR HEALTH EpuCATION—Summer 
School, Neuadd Reichel, Wales. (Central Council for 
Hiealth Education, Tavistock House, Tavistock Square, 
London, W.C.1.) August 16-26, 1955. 


AUSTRALASIAN MeEpicaL Concress (B.M.A.)—9th Ses- 
sion, Sydney, Australia. (Dr. J. G. Hunter, B.M.A. 
House, Macquarie Street, Sydney.) August 20-27, 1955. 


ANNUAL MEETING OF THE WORLD FEDERATION FOR 
MENTAL HeEattu, Istanbul. (Miss E. M. Thornton, 
oo ae 19 Manchester Street, London, W.1.) August 


ConGRES DE LA LiITHIASE UninarrE, Evian (Hte-Savoie), 
France. (Séc. Prof. Agr. Cl. Laroche, 16, rue Christophe- 
Colomb, Paris 8e, France.) September 2-4, 1955. 


SECOND INTERNATIONAL CONGRESS OF ANGIOLOGY AND 
HistopatHo.ocy. Fribourg, Switzerland. (Dr. Gerson, 
4 rue Pasquier, Paris 8e.) September 2-5, 1955. 


Wor_p ConcrEss OF ANASTHESIOLOGISTS, Scheveningen, 
Netherlands. (W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven.) September 5-10, 1955. 


Turrp INTERNATIONAL CONGRESS OF VITAMIN “E”, 
Milan, Italy. (Secretary of the Congress, Prof. Emilio 
Raverdino, Milano, via Pietro Verri 4, Italy.) Early 
September 1955. 


INYERNATIONAL CONGRESS OF CRIMINOLOGY, London, 
England. (Dr. Carroll, 28 Weymouth Street, London, 
W.1.) September 11-18, 1955. 


INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, Lon- 
don, England. (Dr. W. H. McMenemy, Maida Vale Hos- 
pital, London, W.9.) September 12-17, 1955. 


GENERAL ASSEMBLY, INTERNATIONAL PHARMACEUTICAL 
FEDERATION, London, England. (Pharmaceutical Society 
of Great Britain, c/o Mr. D. F. Lewis, 17 Bloomsbury 
Square, London, W.C.1.) September 19-23, 1955. 


GENERAL ASSEMBLY OF THE WorLD MEDICAL AsSOCIA- 
TION, Vienna. (Dr. L. H. Bauer, Secretary-General, 345 
— Street, New York 17, N.Y.) September 20-26, 


UnrreEp NATIONS CONGRESS ON THE PREVENTION OF 
CRIME AND THE TREATMENT OF OFFENDERS, Geneva, 
Switzerland. (U.N. Information Centre, Russell Square 
ae Square, London, W.C.1.) September 22- 


CoNGRESS OF FRENCH-SPEAKING SocIETIES OF GyYN#&- 


COLOGy AND OsstTetrics, Brussels. (Dr. Vokaer, 309 
avenue Moliére, Brussels.) September 22-24, 1955. 


CONGRESS OF THE INTERNATIONAL UNION OF THE MEDI- 
CAL Press, Paris, France. (Jean Mignon, Secretary-Gen- 
eral, “Le Concours Médical,” 37 rue de Bellefond, Paris 
9e.) October 16-20, 1955. 


INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de 
Janeiro, (Dr. F. W. Wittich, 424 LaSalle Medical Bkig., 
Minneapolis, Minn.) November 6-12, 1955. 
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NEWS ITEMS 


SASKATCHEWAN 


It was recently announced that Mr. Robert Tyre,. 
Public Relations Officer in Saskatchewan's Industrial De- 
velopment Office, has been awarded the University of 
B.C. Medal for popular biography. Mr. Tyre’s prize-win- 
ning book is “Saddleback Surgeon,” the life story of Dr. 
Murrough C. O’Brien, who was born in 1868 and still 
practises as a prairie doctor in Qu’Appelle, Saskatchewan. 


The annual meeting of Medical Services Incorporated 
was held at the Bessborough Hotel, Saskatoon, on 
Wednesday, May 4, when the President, Dr. S. A. 


_.AOrchard, of Saskatoon, and the General Manager, Mr. J. 


R. Mathers, presented their annual reports. 


Dr. Orchard stated that the past year had seen a mot 
increase in enrolment in Medical Services Incorporated, 
and that there are now over 115,000 members, together 
with a medical membership of 624. In spite of the present 
crop conditions, and the reduction of farm income, there 
has been no significant increase to date in the drop-out 
rate of subscribers. 

In keeping with the economic and geographic condi- 
tions peculiar to Saskatchewan, Medical Services Inco 
rated is continuing to operate three main s of plan. 
The Individual Contract has proven to workable, 
effective, and popular, offering coverage to the individual 
or family unit on a comprehensive basis, with certain 
exclusions and waiting periods. The Group Contract, 
largely for commercial units, offers a wide immediate 
coverage on the basis of high enrolment percentage with 
collection fees at the source of employment. The Com- 
munity groups cover rural municipalities, towns or vil- 
lages, on the basis of high enrolment, comprehensive 
coverage, and irdividual collection arrangements. 


Medical Services Incorporated was the first voluntary 
medical care plan to lies comprehensive coverage to 
local government units such as municipalities, towns or 
villages. The potentialities of setting up units of volun 
prepaid care on a community basis are great, and su 
units may serve as a useful guide for those who might 
wish to organize medical care into a bureaucratic central- 
ized scheme. In pioneering a new field in the realm of 
medical care, M.S.I.’s experience would indicate that 
there are many imponderables in relation to the appli- 
cation of medical economics to the intangibles associa 
with the practice of the art of medicine. Dr. Orchard 
stated that M.S.I. found that their experience had been 
costly, though not beyond redemption, in the field of 
Community Group Contracts. 

In January 1950, the first Community Contract became 
effective, and during the ensuing five years, besides 18 
towns and villages, 58 rural municipalities enrolled. The 
basis of enrolment was a 75% sign-up of the eligible 
residents, immediate comprehensive coverage, an experi- 
ence-rating formula, and billing and collection on an 
individual basis. Some groups were found to costly 


’ to administer while others carried themselves. The Com- 


munity Groups, which had subsidized their subscribers 
through special land taxes, represented the most favour- 
able areas from the viewpoint of reserve, collection, and 
maintenance of enrolment. 

Dr. Orchard intimated that the cost of providing medi- 
cal care continued to increase. In 1953 there was an 
overall rate adjustment which allowed for an approximate 
10% lasmeal payment to physicians, However, there is 
an increasing demand for services by the subscriber. 
There is also the factor of incre therapeutic and 
diagnostic aids, which medicine has made available 
During the past four years, although the annual income 
per person has incre by 16.9%, the annual cost per 
person has increased by 24.6%. Therefore, it seems ] 
for the subscribers to bear the cost of increased u - 
tion of service and higher calibre of medical care by 
future rate adjustments. 
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Mr. Mathers, General Manager, discussed financial 
statements and charts, pointing out that M.S.I. endeavours 
to operate on a 10% basis of gross revenue as administra- 
tion costs, and that this objective was maintained in 1954. 

At the moment, he stated, one chief point of concern 
was how to put their three Community Groups on a more 
satisfacto: asis of operation. Once the rate had been 
established for a Community Group it could not be 
changed until the end of the contract year, thereby giving 
the group plenty of fs reser gd to suffer a deficit during 
that year. Steps have already been taken to try to correct 
the original fault of too low subscriptions, but it would 
take from 12 to 24 months before the effects of high 
subscription rates could be fully reflected. 

The population of Saskatchewan is roughly 850,000. 
Of that number 50,000 are in the Swift Current Health 
Region, 40,000 are over 70 years of age, 30,000 are 
covered by Group Medical Services of Regina, and ap- 
proximately another 80,000 are covered by various in- 
surance companies, This, as Mr. Mathers stated, would 
leave a potential of about 650,000 of which 112,000 or 
17% are now covered by Medical Services Incorporated. 
Continued success of M.S.I.’s plan would determine to 
what extent they could absorb for coverage the remaining 
half a million people. The present ever-increasing 
volume of enrolment is again beginning to tax the office 
accommodation to its limits; it was therefore recom- 
mended at the Annual Meeting that the Board of 
Directors be given approval to proceed with the pro- 
vision of suitable accommodation. A new building is 
being planned on property presently owned by M.S.I. 
and located on Second Avenue. 

At the Annual Meeting the Constitution was also 
amended to permit the Board of Directors to be in- 
creased from its present number of 20 to 30, and the 
Executive Committee from 4 to 7. 

Dr. S. A. Orchard of Saskatoon was re-elected as 
President and Mr. Peter Mahon of Prince Albert as Vice- 
president. G. W. Pracock 


MANITOBA 


Dr. C. M. Thomas, chairman of the Portage la Prairie 
school board, has been appointed chairman of the 
recently formed consolidated school district which com- 
prises rural municipalities adjacent to Portage la Prairie. 


The cornerstone of the new Children’s Hospital, 
Winnipeg, was laid on May 19 by the Honourable 
Vincent Massey, Governor General of Canada. 


The Manitoba Clinic on May 24 occupied new 
premises at 790 Sherbrook Street and McDermot Ave., 
Winnipeg. The fine new office building is an addition 
to the Medical Centre which includes the General Hos- 
pital, Maternity Pavilion, Children’s Hospital, Central 
Tuberculosis Clinic and the Medical College and Library. 


The splendid new addition to St. Boniface Hospital 
was formally opened on May 17 by Hon. Stuart Garson, 
a of Justice and Manitoba’s representative in the 
Cabinet. 


Despite heated opposition by antivivisectionists the 
the Winnipeg city council passed a resolution that dogs 
in the city pound, unclaimed after six days, should be 


turned over to the medical ey for animal experi- - 


mentation. Even after the action of council the senseless 
persecution by some antivivisectionists of those who 
supported the resolution persists. ; 


Dr. Leslie P. Lansdowne, director of Laboratory 
Service, Province of Manitoba, addressed the Civics 
Bureau, eee Chamber of Commerce, on May 27 

Ith Laboratory Services.” 


on “Public Hea 


~ 
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The annual meeting of the Winnipeg Medical Society 
was held on May 19, with Dr. Hartley Smith in the chair. 

Honorary life memberships were conferred on Drs. 
Wm. Creighton, Patrick H. McNulty, Digby Wheeler 
and, in absentia, Daniel Nicholson, Professor Emeritus 
of Pathology. 

The retiring president of the Society, Dr. Hartley 
Smith, Assistant Medical Director of Great-West Life 
Assurance Company, gave an address on “The Doctor 
and the Insurance Company.” 

The following officers were elected: President—Dr. A. 
R. Birt; Vice-President—Dr. Earl Stephenson; Secretary— 
Dr. A. W. McCulloch; Treasurer—Dr. Murray Campbell; 
Trustee—Dr. George Waugh. Ross MITCHELL 


ONTARIO 


The Banting Memorial Lecture was delivered in the 
University of Toronto on May 16 by Dr. Ewen Downie, 
Dean of the Clinical School, Alfred Hospital, Melbourne, 
Australia. His subject was “The Clinical Approach to 
the Problem of Diabetes Mellitus.” 


The Ontario Government has granted the provincial 
branch of the Victorian Order of Nurses $80,000 to help 
pay for visits to the homes of pensioners, widows and 


the blind. 


Dr. P. A. Sarjeant has been elected president of the 
Toronto Academy of Medicine. Dr. E. C. Fielden is 
vice-president. 


Construction is going forward on the new building 
to house the Ontario Cancer Institute. It is hoped that 
it will be ready for use in 18 months. Estimates of the 
total building costs, excluding equipment and furnish- 
ings, exceed five million dollars. It is to be the radio- 
therapy centre of the Toronto districts, and 40% of the 
building space is set aside for research. Dr. Clifford L. 
Ash is director of the Institute and Dr. O. H. Warwick 
is chief physician. 

Dr. R. M. Taylor, for the past six years senior medi- 
cal officer at Chalk River, will take Dr. Warwick’s place 
as executive director of the National Cancer Institute 
~_ the Canadian Cancer Society with headquarters in 

oronto. 


Dr. J. A. Palmer, a graduate of the University of 
Toronto, has been awarded a Nuffield travelling fellow- 
— for 1955-56. Specializing in plastic surgery, he 
will continue his training in Edinburgh and henien 


The campaign of St. Michael’s Hospital, Toronto, to 
raise $5,105,000 exceeded the objective by $500,000. 


The Surgical Fellowship group of the Essex County 
Medical Society entertained Dr. J. W. Brien at dinner 
at the Beach Grove Golf Club, Windsor, in honour of his 
fifty years in medical practice. 


The Ontario Division of the Red Cross Society has 
oe an eight-bed hospital at Minden at a cost of 


Less than eighteen months after the campaign for 
funds for new buildings was started, Women’s College 
Hospital has opened Burton Hall, the new nurses’ resi- 
dence. It accommodates 215 nurses in single rooms. It 
has full teaching facilities including. several types of 
classrooms, science and dietary laboratories, instructors’ 
offices, a health unit and a library. The lounges are at- 
tractively decorated in the light modern manner. 

The residence has been named for Mr. C. L. Burton, 
chairman of the campaign committee, which in 1953 
raised $4,150,000 to expand the hospital facilities. 
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Dr. Wallace Duncan, Cleveland, a graduate of the 
University of Toronto, has provided a common room and 
cafeteria for the students in the Medical - Building, 
Toronto. This has been done in memory of his father, 
the Rev. George P. Duncan, at one time a Presbyterian 
minister in Port Credit. Lituian A. CHASE 


NOVA SCOTIA 


Dr. Roger W. Reed, chairman and professor of the 
department of bacteriology at Dalhousie University, 
Halifax, has been appointed to the chair of bacteriology 
and immunology at McGill University. 

Dr. Reed is a graduate in medicine from McGill and 
in arts from Queen’s University, Kingston, Ont. He was 
bacteriologist at the Montreal General Hospital before 
being appointed to Dalhousie. He is also provincial 
bacteriologist in Nova Scotia and associate director of 
the laboratory division of the public health department. 

At Dalhousie University, under Dr. Reed, bacteriology 
was established for the first time as a separate depart- 
ment. Under his direction the department established a 
course in general bacteriology tor Arts and Science 
students, facilities were developed for the encourage- 
ment of research, and several graduate students have 
been attracted to the department. During his tenure at 
Dalhousie a number of important papers have been 
published, notably those dealing with the role of certain 
hemolytic streptococci in the pathogenesis of acute 
nephritis. 


Dr. Luther B. MacKenzie of Bedford has been pre- 
sented with the distinguished service award for 1954 by 
the New York University College of Medicine Alumni 
Association. Dr. MacKenzie, a native of West River, 
N.S., was on the medical staff of the University from 
1909 to 1953. One of his students was Dr. Jonas E. Salk 
of Pittsburgh, who discovered an effective anti-polio- 
myelitis vaccine in 1953. The award was presented in 
absentia. 

Dr. MacKenzie graduated from Halifax Academy and 
obtained a B.A. from Dalhousie. He graduated in medi- 
cine at New York University. In 1950 Dr. MacKenzie 
was elected to the board of governors of this university. 
He was president of the alumni association in 1940-41, 
and he is credited with playing a leading role in the 
creation of New York’s N.Y.U.-Bellevue medical centre. 
On his retirement he returned to Nova Scotia to live in 
Bedford. 


Dr. R. O. Jones, president of the Victoria General 
Hospital staff, accepted the key to the new wing of 
the hospital for the treatment of cancer and a neuro- 
surgical unit on May 4 with these words, “Another step 
forward in the treatment of two of mankind’s greatest 
scourges—cancer and mental disease.” 


Dr. C. L. Gosse, professor of urology at Dalhousie 
University, was elected president of the Halifax Medical 
Society at their annual dinner meeting held in the Lord 
Nelson Hotel early in May. 


“Operation Porchlight,” the March of Dimes cam- 
paign against poliomyelitis, has netted $8,000, chairman 
Norman E. Rudback has announced. 

In subzero weather, 700 workers ventured forth to 
ring hundreds of Halifax doorbells, marking an official 
end to the anti-polio drive started January 17. The 
total raised exceeded last year’s by $300. 

A collection in city schools raised $1,750 for the fund, 
as against $1,685 last year. The amount raised in the 
province has not yet been reported. It is expected that 
the $8,000 total will be augmented with several other 
money-raising projects: planned for this spring. 
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Hon. Geoffrey Stevens, of Dartmouth, a member of 
the Nova Scotia Legislature since the Liberal govern- 
ment of the late Angus L. Macdonald swept into power 
in 1933, was sworn in as Minister of Public Health and 
Public Welfare in Premier Hicks’s cabinet at a brief 
ceremony in the Red Chamber of storied old Province 
House. He succeeds to a portfolio left vacant by the 
resignation from government of Hon. Harold Connolly, 
a cabinet minister since 1941 and senior member of the 
government in point of service. 


Letters of Affiliation have been received from Rome, 
signed by Most Honorable Brother Denis, Vicar General 
of the Brothers of the Christian Schools, affiliating Dr.. 
Kenneth P. Hayes of Halifax with the Christian Brothers. 
This honour, the highest award of the Brotherhood, was 
granted to Dr. Hayes in recognition of his interest in the 


-*health and welfare of the Brothers of St. Patrick’s Home 


over the past twenty-five years. Solemn Benediction of 
the Most Blessed Sacrament, the Ceremony of Affiliation 
and a Testimonial Dinner were held on May 14, the 
Eve of the Feast of St. John Baptist de la Salle, Founder 
of the Christian Brothers. 


Dr. E. Gordon Young, director of the National Re- 
search Council’s maritime regional laboratory, said in a 
lecture before a Halifax service club that one probable 
reason for the failure up to this time to find a real cure 
for cancer is that most research has been devoted to a 
cure, little thought being given to the nature of the 
growth itself. 

Dr. Young said that the “gulf” between pure and 
applied research was largely fictional. At one time, he 
said, pure research was left to the universities and applied 
research was carried out by —, Today, the strict 
division no longer existed and industry was entering 
more and more into the field of pure research. 


Mr. Alban M. Murphy, president of the Nova Scotia 
chapter of the Canadian Foundation for Poliomyelitis, 
said recently, “We have every reason to feel that the 
travelling physiotherapist is accomplishing a_ highly 
worthwhile work through visits to homes in this province 
where persons afflicted with poliomyelitis are living. As a 
result of her work we have received many expressions 
of appreciation from the people directly affected, as well 
as members of their families. On the average 400-500 
cases a year are reached through the physiotherapy 
service, and the reaction in these homes in all parts of 
the province is most heartening.” ' 

C. M. Hartow 


NEWFOUNDLAND 


The St. John’s Clinical Society has been quite active 
during the past several months. Among the visiting 
speakers have been Dr. V. O. Mader of Halifax, who 
spoke on the Surgical Treatment of Pulmonary Tuber- 
culosis, and Dr. J. F. Nicholson, Halifax, who spoke on 
Common Psychiatric Problems in General Practice. 
Among the local speakers have been Dr. J. D. Baird, who 
spoke on Tumours of the Breast, Dr. C. J. Joy, who gave 
a very interesting paper on Neonatal Deaths, and Dr. A. 
Levitz, who covered two topics, namely the Therapeutic 
Aspects of Anesthesia, and Intravenous and Intra- 
arterial Infusions. On one occasion the St. John’s Sana- 
torium were the hosts, and the speakers were Dr. A. G. 
Jessamine, Resident Surgeon, aa Dr. F. McKerracher, 
Resident Physician. Their subject covered the broad field 
af eee: sensitivity and resistance of the tubercle 

acillus. 


The new surgical unit at the St. John’s Sanatorium, 
which has been functioning since last October, is now 
in full swing. Dr. G. M. Brownrigg and Dr. J. D. Baird 
are the visiting surgeons, while Dr. A. G. Jessamine is 
the resident surgeon. 
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‘Dexedrine’ ‘“‘does not bring about a 
significant or sustained rise in blood 
pressure when the dose is kept within 
the normal clinical range (5 to 20 


mg. daily).”’ 


Dexedrime”’ § Sulfate 











ie 
ie 









78  Boox REviEws 


Dr. W. W. Black, psychiatrist at the Hospital for 
Mental and Nervous Diseases, St. John’s, has been suc- 
cessful in obtaining his certification in Psychiatry from 
the Royal College of Physicians and Surgeons. 


Since last fall St. John’s has seen several of her native 
sons return to take up specialist practice. Dr. C. J. Joy, 
Dr. A. R. Mercer, and Dr. A, Levitz have started prac- 
os pediatrics, urology and anesthesiology respec- 
tively. 


Dr. J. Olds, Medical Director of the Notre Dame 
Memorial Hospital, Twillingate, is at present on sick 
leave, and Dr. A. W. Taylor, formerly of St. John’s, is 
the acting medical director. 


The Air Ambulance Service in Newfoundland, which 
is most active during the winter and spring months, has 
been, as usual, quite busy this year. The flights are 
carried out by Eastern Provincial Airways, whose main 
base is at Gander. This service, inaugurated five years 
ago, has proved of untold value in bringing medical aid 
to people in isolated areas, and in bringing patients from 
these areas to hospital when necessary. As a result, 
Gander Hospital has seen its usual increase in activities 
this winter and spring. 


Dr. F. W. Parsons, a native of Ochre Pit Cove, Con- 
ception Bay, is the relief medical officer for the Cottage 
Hospitals at present. Since starting last July he has re- 
lieved medical officers at Gander, Channel, Come-by- 
Chance, Bonne Bay, Stephenville and Brookfield, thus 
allowing the senior medical officers at those places to 
attend conventions and postgraduate courses on the 
mainland, in the United States, and in the British Isles. 


April was cancer month, and in support of the 
current drive for funds for the new Cancer Institute, 
Dr. H. B. Murphy, chief radiologist at the General Hos- 
pital, St. John’s, and Dr. L. A. Miller, Deputy Minister 
of Health, spoke over one of the local radio stations. It 
is hoped that the work on the Institute will be started 
soon and that it will be completed in about two years. 


At the annual meeting in Moncton of the Maritime 
Blue: Cross in April, Dr. E. Wilson, Superintendent of 
the General Hospital, St. John’s, was elected a member 
of the executive of that organization, and Dr. H. D. 
Roberts, of St. John’s, was elected vice-president of the 
Maritime Hospital Service Association. 


In November 1954 Dr. A. G. Jessamine, resident 
surgeon at the St. John’s Sanatorium, was appointed 
assistant superintendent of that institution. 


At the Annual Meeting of the medical staff of the 
General Hospital, St. John’s, held in April, Dr. J. E. 
Josephson a Dr. W. J. Higgins were re-elected to the 
posts of president and secretary, respectively, while Dr. 
C. J. Joy was elected assistant secretary. 


It was confirmed recently that the General Hospital, 
St. John’s, has been fully accredited by the Joint Com- 
mission on Accreditation of Hospitals of the United 
States and Canada. 


The Grace Hospital, St. John’s, has completed and 
opened a new wing attached to the old building on 
LeMarchant Road. Brigadier Janes is the administrator, 
and Dr. N. S. Rusted is the superintendent. This new 
wing brings the total number of beds up to 220, and 
includes many very ern private rooms, new operat- 
ing rooms, new case rooms and nurseries. 

A. E. SHAPTER 
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BOOK REVIEWS 


STUDIES IN TUBERCULOSIS 


R. G. Ferguson, Former Director of Medical 
Services and General Superintendent, Sas- 
katchewan Anti-Tuberculosis League. 124 pp. 
$3.50. University of Toronto Press, Toronto, 
1955. 


As the title of this book suggests, this is an epidemiologi- 
cal treatise on tuberculosis based on numerous studies 
the author, always a leader in the field, conducted 
during a lifetime of work in tuberculosis. This period 
embraces most of the era during which medicine has 


--¢onducted an organized attack on this problem with such 


great success, and to the keen observer has revealed 
many of the characteristics of the disease and its methods 
of spread. 

These studies by the author and his associates in the 
Saskatchewan Anti-Tuberculosis League include tuber- 
culosis amongst the Indiaus of the great Canadian 
piains, BCG vaccination in the hospitals and sanatoria of 
Saskatchewan, studies of family contacts, and a study - 
of one thousand cases admitted to sanatoria. In the epi- 
demic of tuberculosis amongst the Indians of the Great 
Canadian plains, Dr. Ferguson has had the rare oppor- 
tunity of firsthand study of an epidemic of tuberculosis 
over a long period of time, in fact of watching an epi- 
demic run its course and noting the changing response 
in the host to continued infection. 


These studies and a review of the literature bearing 
on the epidemiology of tuberculosis form the back- 
ground for the preparation of this book. In a logical and 
concise manner, the author deals with the epidemiologi- 
cal factors in tuberculosis and the problem of infection 
and resistance, and also traces the course of tuberculosis 
epidemics. On the basis of this information the founda- 
tions of a preventive programme for tuberculosis are 
outlined. 


This book represents an outstanding contribution to 
the epidemiology of tuberculosis and merits the attention 
of all those interested in this field. 


THE BEHAVIOUR OF PULMONARY 
TUBERCULOUS LESIONS 
A Pathological Study. 


(The American Review of Tuberculosis and 
Pulmonary Diseases, Vol. 71, Number 3.) E. 
M. Medlar, Chief Pathologist, Division of 
Tuberculosis, New York State Department of 
Health. 244 pp. illust. $1.50. National Tuber- 
culosis Association, New York, N.Y., 1955. 


This is an excellent monograph, which embodies major 
studies of pulmonary tuberculosis pursued without inter- 
ruption for 25 years. It involves, in fact, an entire 
morphological recapitulation of the general behaviour 
of the pulmonary tuberculous lesion, with observations 
and experimental studies compressed into the lifetime 
of a single observer. As oath it has unusual merit, 
because it draws upon the experiences of phthisiologists 
from the time of Koch and earlier to the present day. 
The writer is therefore in a position to evaluate previous 
concepts sanctified by usage, discard the untenable, and 
retain many that have stood the test of time and have 
been corroborated by his own observations. 


A most valuable feature of the study is what he de- 
scribes as “the experimental approach,” in which typical 
pulmonary tuberculous lesions are roduced and followed 
in experimental animals, thus enabling the writer to view 
panoramically the entire natural history of pulmonary 


tuberculous lesions in a single group of subjects. 
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Photographs, courtesy of The Edith Hartwell Clinic 
of The Strong Memorial Hospital, Le Roy, N. Y. 
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The major result of this “experimental approach” is the 
author’s finding that in any new tuberculous lesion, 
whether “primary” or “reinfection,” the earliest macro- 
scopically detectable lesion is a minute necrotic focus of 
lobular tuberculous pneumonia, and that it is the behav- 
iour of this lesion which determines the course of the dis- 
ease, that is, healing or liquefaction and sloughing with 
dissemination. 

With this experimental study as a background, the 
writer presents his findings after examination of over 300 
specimens of tuberculous lung tissue surgically resected, 
as well as necropsy material, From this study he estab- 
lishes the point that a parenchymal tuberculous lesion 
consists of a non-necrotic (favourable) component and a 
necrotic (unfavourable) component. It is his opinion that 
the necrotic component is hardly ever favourably in- 
fluenced by antimicrobial therapy. This concept applies 
to so-called “minimal” tuberculosis as well as_tuber- 
culosis in a more advanced stage, and the writer stresses 
the important point that the classification of pulmonary 
tuberculosis into minimal, moderately advanced and far 
advanced is a purely radiological distinction and has no 
bearing on the morphology of the disease. In other words, 
a radiologically innocuous “minimal” lesion may, on sec- 
tion, reveal extensive necrosis and consequently be a 
source of potential danger. 


There is a rather extensive discussion of bronchial 
lesions in tuberculosis and of tuberculosis and bronchiec- 
tasis. In these sections the findings are somewhat at 
variance with established concepts. As a result of his 
morphological studies, the author arrives at the conclusion 
that endobronchial tuberculosis is not usually a source 
of positive sputum; and that “the persistent discharge of 
tubercle bacilli in the sputum in association with endo- 
bronchial disease indicates a sloughing parenchymal 
lesion rather than the mere presence of endobronchial 
lesions.” Most bronchoscopists with wide experience in 
pulmonary tuberculosis would probably disagree with 
this concept. Furthermore, the author disagrees with the 
use of the term “bronchiectasis” in association with pul- 
monary tuberculosis. He would prefer to use the terms 
“distortion” and “dilatation” of bronchi in this connection. 
Again, most phthisiologists would disagree with this 
view, and, in any case, this is rather an academic dis- 
tinction. 

Finally, in the chapter entitled “Bacteriologic Observa- 
tions,” the point is again stressed that necrotic lesions, 
either with or without antimicrobial therapy, frequently 
contain relatively large numbers of potentially viable 
tubercle bacilli, and should therefore be resected in a 
high percentage of cases. 

Throughout the monograph other points of extreme 
interest are brought forward, too numerous to discuss in 
a brief review. There are also many beautifully repro- 
duced photomicrographs, providing anatomical proof of 
most of the author's concepts. 


THE AUXILIARY HEART 


W. W. Wasson. 184 pp. illust. $11.50. Charles 
C Thomas, Springfield, Illinois; The Ryerson 
Press, Toronto, 1954. 


This book is a brief description of the anatomy and 
physiology of the lungs, together with their dynamics 
and certain diseases of the chest influencing the lesser 
circulation. It is a compilation of the work of many in- 
vestigators during the past thirty years, with particular 
emphasis on changes in the lesser circulation as exhibited 
in the x-ray film. 

The auxiliary heart in its broadest sense is defined 
as those forces other than that of the heart itself which 
aid in the movement of the blood in both the greater 


and lesser circulations. The author limits the definition 
of the auxiliary heart to the lesser circulation, in so far 
- it aids or boosts the action of the right side of the 
eart, 
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The book stresses the importance of a knowledge of 
the mechanical and physiological variations of the heart 
and lungs before an intelligent evaluation of the x-ray 

can be made. Photomicrographs, diagrams, colour 
plates, post-mortem radiographs, routine chest and 
angiocardiographic studies comprise a considerable por- 
tion of the k’s context. Most of the chest film repro- 
ductions are full-page in size and exhibit very good 
contrast and detail. 

Interference with the normal function of the diaphragm 
is discussed in its relation to strain on the right heart. 

A separate chapter, devoted to the history of the 
auxiliary heart, is exceptionally interesting. Although 
the context is brief, the references are abundant. The 
book should be of particular interest to chest physicians 
radiologists, and others concerned with the anatomy an 


x physiology of the respiratory and circulatory system. 


THE PHYSICIAN AND HIS PRACTICE 


Edited by J. Garland, Editor, The New 
England Journal of Medicine. 270 pp. $5.00. 
Little, Brown & Company (Canada) Limited, 
Toronto, 1954. 


This book contains nineteen essays by eighteen authors. 
It is edited by the editor of the New England Journal 
of Medicine. It was planned “as a source book of in- 
formation regarding his career” both for the young doctor 
as he plans his future and for the older practitioner as 
he reviews his accomplishments. It would seem that the 
excellence of this book merits some discussion in detail. 

The opening chapter on the evaluation of the doctor, 
and the chapter on choice of opportunities, by Dr. J. 
H. Means, discuss the requirements for success and the 
opportunities for teachers and research workers in medi- 
cine and for practising physicians. From the broad 
nature of their approach to the care of people he makes 
a division of the latter into physicians, surgeons and 
psychiatrists. Another classification is the usual one of 
specialists and generalists (general practitioners). He 
finds the term “internist” difficult to define. He discusses 
the satisfaction to be gained in the narrower specialties 
and the richer experiences in human relations of the 
generalist; the stimulating aspects of public health work 
and the important role of “medical statesmen” in govern- 
ment and universities and as editors of medical journals 
and leaders of health plans. 

In the chapter on general medicine the advantages and 
disadvantages of defining general practice or leaving it 
undefined are pointed out. The writer, Dr. D. M. Clark, 
states that well-trained generalists can and do care for 
85% of all conditions they meet. He classifies general 
practitioners into inadequately trained, adequately 
trained and generalist specialists. He believes that a 
second-year internship is a part of any adequate train- 
ing for general practice and, failing this, that it takes 
three to five years of postgraduate study in practice to 
make up for the loss of one year of a residency pro- 
gramme. He deals with the various patterns of general 
practice in urban, suburban, small city, semi-rural and 
rural localities. 

Chapters on the doctor and hospital, the family and 
community relations, specialty practice and group prac- 
tice are equally informative. 

The business side of medical practice is dealt with 
by various authorities in chapters on accounting prac- 
tices, office records, the office and related business 
aspects and economic security. The doctor’s wife is not 
forgotten, with a rather thorough consideration of her 
role by Kathryn L. McCabe, a former president of the 
women’s auxiliary to the Massachusetts Medical Society. 

In this collection of essays there is some overlappin 
because of different approaches to the subjects discuss 
by the various authors. This is not a defect. This book 
deals with medical practice in the United States where 
conditions are not very much different from those in 
Canada, but some differences are apparent, particularly 
in the financial aspects of medical practice. 
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IN PERNICIOUS ANAEMIA 


LIVER EXTRACT INJECTABLE 


Liver Extract Injectable provides a thoroughly dependable form of 
treatment. The preparation of highly purified extracts of liver has been a subject 
of research studies in laboratories and clinics of the University of Toronto for 


more than 20 years. 


An objective of these studies has been to retain in the extract the anti- 
anaemia factors of beef liver and to eliminate therefrom other material which 
might be reaction-producing and which is not necessary for remission of the 


disease. 


The success of the studies is evidenced by the fact that a dose of Liver 
Extract Injectable “Connaught”, suitable for intramuscular administration once 


in each three-week period, contains less than seventy milligrams of organic solid 


Liver Extract Injectable, 20 micrograms of Vitamin Bx per cc., 
derived solely from beef liver and tested clinically and by biological 
assay, is available from the Laboratories in 5-cc. and 10-cc. vials. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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MATERNAL EMOTIONS 
A Psychosomatic Medicine Monograph. 


N. Newton, Research Associate in Obstetrics, 
School of Medicine, University of Pennsylvania. 
140 pp. $3.00. Paul B. Hoeber, Inc., New York, 
N.Y., 1955. 


The author, a psychologist, a wife, and a mother, is a 
research associate in obstetrics at the University of 
Pennsylvania. This monograph is subtitled “A Study of 
Women’s Feelings Toward Menstruation, Pregnancy, 
Childbirth, Breast Feeding, Infant Care and Other 
Aspects of Their Femininity.” If to this list were added 
the topics “Women’s envy of men” and “Sexual inter- 
course as part of a woman’s sexuality” the subject matter 
would be reasonably well defined. 

The basis of the book is a study of 246 mothers of 
newborn babies in the rooming-in wards of the Jefferson 
Hospital in Philadelphia. The final analysis was done on 
123 mothers who were interviewed on the first and 
second post partum days. A large part of the text is 
made up of a review of the literature and the author's 
personal opinions on the topics under discussion. 

It is evident that the author feels strongly that “our 
society has a tendency to ignore or belittle menstruation, 
pregnancy, childbirth, breast feeding, motherliness, and 
women’s work,” and that “contrary to popular belief 
women have lost status rather than gained status with 
the coming of the industrial revolution.” Because of this 
we are sometimes left with the feeling that the author 
is more interested in proving these premises than in an 
impartial and objective study. 
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The material is interesting and, apart from the fault 
mentioned above, well presented. It can be of help to 
all who deal with these problems. However, the compre- 
hensive bibliography ae the carefully written sections on 
research techniques, as well as the material itself, make 
this book especially valuable to persons engaged in re- 
search on similar or allied subjects. 


STELLATE GANGLION BLOCK 


D. C. Moore, Director, Department of Anes- 
thesiology, Mason Clinic; Chief of Anesthesia, 
Virginia Mason Hospital, Seattle, Washington. 
280 pp. illust. $11.50. Charles C Thomas, 
Springfield, Illinois; The Ryerson Press, 
Toronto, 1954. 


Dr. Daniel Moore, who is chief of anesthesia at the 
Virginia Mason Hospital, Seattle, is a master of regional 
anzesthesia. He has written this comprehensive book on 
a subject which, with the exception of the continental 
text, is usually neglected. 

The majority of observations concerning this procedure 
are discussed and concisely documented. The more 
controversial points are clearly defined from both sides. 
Methods, indications, contraindications and complica- 
tions of stellate block are fully described, while there is 
also a useful chapter concerning the use of x-ray and 
radiopaque materials. The references are both classical 
and numerous, 

The enthusiasm with which the author has written this 
book should not lead the reader to underestimate his 
experience. 
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Abnormal Motility as the Cause of Ulcer Pain 


Until recently the general opinion was held that ulcer 
pain was primarily caused by the presence of hydro- 
chloric acid on the surface of the ulcer. 

Present investigations'-? on the relationship of acid- 


ity and muscular activity to ulcer pain have led to the 


following concept of its etiologic factor: 
“*, .. abnormal motility? is the fundamental mech- 
anism through which ulcer pain is produced. For’ 
the production and perception of ulcer pain there 
must be, one, a stimulus, HCI or others less well 
understood; two, an intact motor nerve supply 
to the stomach and duodenum; three, altered 
gastro-duodenal motility; and four, an intact 
sensory pathway to the cerebral. cortex.” 
Pro-Banthine® has been demonstrated consistently 

to reduce hypermotility of the stomach and intestinal 

tract and in most instances also to reduce gastric¢ acid- 


c.p. SEARLE « co. oF cANADA,LTD., 390 Weston Road, Toronto 9, Ontario 


ity. Dramatic remissions' in peptic ulcer have followed 
Pro-Banthine therapy. These remissions (or possible 
cures) were established not only on the basis of the 
disappearance of pain and increased subjective well- 
being but also on roentgenologic evidence. 
Pro-Banthine Bromide (Beta-diisopropylaminoethyl 
xanthene-9-carboxylate methobromide, brand of pro- 
pantheline bromide) has other fields of usefulness, par- 
ticularly in those in which vagotonia or parasympatho- 
tonia is present. These conditions include hypermotility 
of the large and small bowel, certain forms of pyloro- 
spasm, pancreatitis and ureteral and bladder spasm. 





1. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, J. M.: A 
Clinical Evaluation of a New .Anticholinergic Drug, Pro-Banthine, 
Gastroenterology 25:416 (Nov.) 1953. 


2. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and Texter, E.C., 
Jr.: Mechanism of Pain in Peptic Ulcer, Gastroenterology 23:252 
(Feb.) 1953. 
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A NEW LIPPINCOTT BOOK 


LIVING 
BONE 


In Health and Disease 


By Irvin Stein, M.D., F.A.C.S., F.1I.C.S., Assistant Professor 





of Orthopedic Surgery, University of Pennsylvania; Chief --* 


of Orthopedic Surgery, Philadelphia General Hospital; 
Raymond O. Stein, M.D., F.I.C.S., Associate in Ortho- 
pedics, Hahnemann Medical School, Affiliate; and Martin 
L. Beller, M.D., Instructor in Orthopedics, Hahnemann 
Medical School, Affiliate. 


PRACTICAL APPLICATIONS TO CLINICAL PROBLEMS 
CONCERNING THE DISEASE AND REPAIR OF BONE 


This new book for physicians and surgeons presents a 
dynamic concept of the disease and repair of bone. It treats 
bone as an organ of the body, acting and reacting to normal 
and abnormal conditions, and worthy of the same kind of 
medical consideration given any other organ. Injuries and 
diseases of bone are described as they affect and are affected 
by other organ systems. 


Here is important, clinically applicable material on medical 
treatment—management of the bedfast fracture patient— 
the processes by which fractures heal—what makes a bone 
graft ‘‘take’’—blood chemical changes—management of 
bone cancer—bone metabolism—developmental and abnor- 
mal bone changes—and many other subjects. 


Part I. considers the structure, function and reactions 
of normal living bone. 


Part II. covers diseased bone, and includes discussion of 
Paget’s Disease, Endocrine Disturbances, 
Defects in Matrix Calcification and many 
other conditions. 


Part III. helps to coordinate all pertinent clinical data for 
the purpose of adequate management. 


510 PAGES - 387 ILLUSTRATIONS - PUBLISHED 1955 
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AMPHETAMINE IN CLINICAL 
MEDICINE. ACTIONS AND USES 


W. R. Bett, L. H. Howells, Physician, United 
Cardiff Hospitals, and A. D. Macdonald, Leech 
Professor of Materia Medica, Therapeutics and 
Pharmacology, University of Manchester. 78 
pp. $1.30. E. & S. Livingstone, Ltd., Edin- 

e burgh and London; The Macmillan Company 
of Canada Limited, Toronto, 1955. 


This little book contains sections un the history, 
pharmacology, and clinical application of the ampheta- 
mines. It is well written and contains a good deal of 
useful clinical information. The application of the 
amphetamine group to obesity, depression, narcolepsy, 
alcoholism, barbiturate intoxication, psychopathic states, 
and behaviour disorders in children is discussed in 
detail. It is easily read, and most of the material in the 
book can be assimilated in one evening of reading. 


KWASHIORKOR 


H. C. Trowell, Physician, Mulago Hospital, 
Uganda Medical Department, and Depart- 
ment of Medicine, Makerere College Medical 
School, Kampala; J. N. P. Davies, Professor of 
Pathology, Makerere College Medical School, 
Kampala; and R. F. A. Dean, Medical Re 
search Council Group for Research in Infantile 
Malnutrition, Kampala, Uganda. 308 pp. illust. 
$8.50. Edward Arnold (Publishers) Ltd., 
London, England; The Macmillan Company of 
Canada Limited, Toronto, 1954. 


This admirable book should be read by every internist 
and will be a constant source of reference for those 
interested in gastroenterology and nutrition. The authors 
are recognized as authorities on the subject and _ this 
282-page volume will rank as a major contribution to 
medical literature and to our understanding of nutritional 
disease. 

Kwashiorkor is a widely accepted name for a nutri- 
tional deficiency syndrome most commonly found in 
infants just weaned, but also found in a modified form 
in older children and adults. It is probably due to a 
diet deficient in protein and is therefore rare in Europe 
and North America except in times of war. Severe and 
mild forms occur. 


The severely ill patient presents as an apathetic, 
miserable, oedematous infant with dyspigmentation, 
and thinning and straightening of hair. There may be a 
dermatitis which is similar or identical to the pellagra 
rash. There is often fat and lactose intolerance. The 
prognosis is poor without treatment. Pathologically there 
is primary atrophy of tissue, especially of those exocrine 
glands with a high protein turnover such as the acinar 
glands of the pancreas and the Paneth cells of the 
intestine. The liver begins to show fatty infiltration at 
the periphery of the lobule. Later a fine fibrosis spread- 
ing from the portal areas encompasses the liver lobule. 
It is paralleled by pancreatic fibrosis. Biochemically 
there is a marked fall in serum albumin and in those 
enzyme systems requiring an (-SH) group for their 
activation, such as amylase and esterase. There is a high 
ratio of free to total cholesterol in the serum. 


Treatment is with skimmed milk powder for protein 
lus bulk and calories. Soya bean may be substituted 
or milk if vitamin By is added. The clinical recovery 
rate is high. Evidence is accumulating that neither 
the pancreatic and duodenal atrophy nor the hepatic 
cirrhosis is completely reversed. 


The only gap noted by the reviewer in this remark- 
ably well-told story of kwashiorkor was the absence of 
neuropathological studies and the omission of mention 
of the appearance of Parkinsonian facies and tremor 
during the recovery phase from the acute disease in the 
occasional patient. 


